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OUR THANKS TO SR. CAROL HUSS.... 


the co-ordinator of the Voluntary Health Association of India, for promo- 
ting health éare work in the Southern Region; because of whom this report 
has gone to the press. It is due to her constant encouragement, support 
and prodding concern that this work begun with great enthusiasm ends 
on a note of a hopeful future. 


Sister Carol expects this survey and the follow up programme to be consi- 
dered a demonstration project in Regional Health Planning for Comprehen- 
sive Health Care. To her the expected gains from the survey are also the 
gains of the VHAI, as well as that of the country as a whole. This is the 
justification for the funds she has supplied from the VHAI for the printing 
of this report. 


The VHAI (Voluntary Health Association of India) is a non-denomina- 
tional organisation which promotes health care services and their admini- 
stration among the Voluntary Health Agencies. The health agencies in the 
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FOREWORD 


This report contains some of the major findings of the South Kanara District Community 
Health Survey, Karnataka. The Survey began in April 1977, so it took almost a year to com- 
plete the survey and get out the report. This is longer than estimated. The idea of the scope 
of the Survey kept changing as the team went along—from Diocese to VHAK aud District; 
from detailed survey of medical institutions and panchayats, to more emphasis on schools 
and health centres, both Government and Private. The suryey team visited in the District 
and looked into the health needs in order to help the VHA members of the District know in 
which areas their help is needed. Wide coverage has been given by the Press and Radio. The 
Goyernment officials cooperated fully. 


The value of the survey is in the fact that the entire community was involved, Government, 
voluntary members, private medical practitioners, community leaders, Rotary, Giants, Lions 
and other clubs, the press and radio etc. Perhaps the greatest effect from the survey was the 
awareness it created that people can do more by their own resources to improve their health, 
and that they can work together and share resources. This was expressed as Taluk groups 
organized Health Committees to follow up on findings, health camps were held. The schools 
expressed willingness to do an environmental study given the necessary help and guidance, as a 
basis for future health plans. In my knowledge this is the first comprehensive District Health 
Survey to be undertaken in India. The GOI has been advocating Regionalized Health 
Planning for the past 30 years, but this is the first concerted effort in this direction. 


It is with great admiration for the work of Miss Celine Aranha, Survey Director and her 
investigators and Fr. Bernard Moras, Director and Dr. Sr. Immaculate Rodrigues, Medical 
Administrator both of Fr. Muller’s Hospital, Mangalore, that I write this foreword. I look with 
excitement to the five year planning and implementation phase now to begin in five taluks in the 
District. The three means of achieving the plans to be taken are health education, training for 
health and development, and increasing community participation. The results could have an 
effect on the entire country as a demonstration programme in Regionalized Health Planning— 


a dream of India and of mine may become a reality. 


With sincere good wishes and support, 


Sister Carol Huss MHA., Ph.D. 

Southern Region Co-ordinator VHAI 

C-14 Community Centre, 

Safdarjung Development Area, NEW DELHI-110 016. 


1-3-1978 
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THE SOUTH KANARA DISTRICT HEALTH SURVEY 
I 


AN IDEA TAKES SHAPE 


South Kanara can be truly proud of its pineering efforts in the fields of Education, 
Health and Social Services. The District health survey is just one more example of 
this venturesome spirit. 


The development of the idea to conduct a districtwide survey of South Kanara can be 
best traced from the minutes of the different meetings held at Father Muller’s. The first 
of the meetings relevant to the survey which should be referred to isthe Regional Planning 
Seminar held on the 17th September. Welcoming the participants for the Seminar 
Fr. Bernard Moras, the Director of Father Muller’s said, 


“The purpose of the seminar is one of exploring areas, of collaborating to meet 
the health needs of the community. Is it possible that the nine hospitals that have 
come together for the seminar could help each other in reaching the common goal 
of delivering health care to our community?” 


The outcome of the deliberations that followed was the need felt by all that it was 
necessary for the Voluntary Health Units to broaden their point of view in the health 
field so that comprehensive health care could be rendered to people and not merely cure 
sicknesses as had been done hitherto. They expressed that it was necessary to conduct a 
survey first in order to study the needs of people. They realised that to render more 
effective service the hospitals must co-operate and co-ordinate. 


The need for collaboration and co-ordination was further re-inforced when the health units 
were confronted with the Ordinance on Nursing Homes which had been passed by 
the Karnataka Government. A meeting dated Ist January, 1977, had brought the 
units together in order to understand the implications of this ordinance and offer 
their comments to the government. This Ordinance required that all Voluntary Health 
Agencies should be registered or licenced under a particular Act. 


Addressing the meeting, the Vicar General Mer. A. F. D’Souza said: 


“The ordinance on Nursing Homes has brought us together and it has forced us 
to work together in a team spirit”’. 


He added, 


“We should not work in competition in the health field but we should rs ni) pele 
the best services with the least possible expenses to as many people by co-oper 


tion and co-ordination. The time has come when we should all go out of a 
health institutions and lay stress more on the preventive and educative part rather 


than the curative part.” 


ghlighted three things with reference to the address. 


‘SCUSSi which followed hi pai 
Fhe: dca) dertaken if co-ordination as well as 


These were considered as priorities to be un 
preventive work were to become a reality. 


1. A Community Health Seminar. 
2. A Material Management. Seminar. 
3. Co-ordination of Health Services in the Diocese of Mangalore. 


The Director Father Muller’s Hospital, Father Bernard Moras and the Medical 
Administrator Dr. Sr. Immaculate Rodrigues, agreed to start the study and survey of the 
Health Institutions of the Diocese, to plan’ how best co-ordination could be worked at. 
A meeting to follow up this decision was scheduled for February 24, 1977. 


Co-ordination of Health Service in the Diocese of Mangalore was discussed at this 
meeting and it was felt that a Survey of the Health Services available as well as the need 
of the Health Services in the S.K. District and adjoining seven parishes of Kasaragod 
district should be made. The following plan was set before the members for discussion. 


Purpose 
1. Co-ordination of services. 


2. Co-operation between various Health Agencies. 


3. To save on resources and to spread Health care as widely as possible. | 


Methodology 
1. Conduct a Community Survey. 
a) To assess the strength and weakness of each hospital, health centre, and O.P.D. 
b) To make them aware of their role in relation to the community. a 


c) To find out where we fit into the Government Health Scheme for the area 
and the country. | 


d) To help to make projection plans for the next five years with the .information 
we will collect, | 3 | 


Geographic Limits 


The Survey area would be 


South Kanara District --7 -j 
ing to Mangalore Diocese. + Parishes of Kasargod Taluk belong- 


What To Include 
1. Diocesan 

a) Hospitals 
b) Health Centres 
c) Dispensaries 
d) Schools & Orphanages 
e) Community Development Projects 
Jf) Parishes & Convents. 


2. Non-Catholic Agencies 
a) ©S.1. 
b) K.M.C. 
c) Malik Denar Hospital 
d) Mobile Unit-Dharmastala 
e) Ramakrishna Mission Dispensary. 


3. Governmental 
Health Centres and Hospitals. 


4. Collaboration with other agencies 
a) Caritas 
b) Family Guidance Centre etc. 
c) Catholic Board of Education, Mangalore Diocese. 
d) Rotary Club & Lions Club. 
e) T.B. Association-South Kanara 
f) Hind Kusht Nivaran Sangh— Mangalore. 


An adhoc committee was appointed to follow up the survey idea. This committee met Miss 
Olinda Pereira, Principal, School of Social Work, Roshni Nilaya, and finalised the plan 


of the survey. 


INTRODUCTION TO THE SOUTH KANARA DISTRICT 


South Kanara, one of the 19 districis of the Karnataka State of India, enjoys a significant 
place on the map even though it is small in size. Known the world over for its tiles, 
cashew nuts and coffee, it has a creditable background in the health field as well. South 
Kanara has for its major boundaries the Arabian Sea to the West and the Western 
Ghat range to the East. The character of the people of this district seems to be geo- 
graphically conditioned to pioneering and independent enterprise. It should not there- 
fore be a matter for surprise that this district has pioneered a complex type of health 
survey for the planning and promotion of Community Health. 
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for revenue accounting. Each Taluka is taken 
h block has at least one Primary Health Centre. 
n below show The distribution of health 


The district is divided into eight Talukas 
as a Community Development Block. Eac 
Some blocks have more. One of the tables give 
institutions and the other gives administrative units talukwise. 


I Table 1. Showing Talukwise Distribution of Health Institutions In South Kanara 
Govt. © fate Med. Govt. Pri. Cent. Other 
Hosp. P.H.C. Hosp. HUTD _ sub- Taluk Hosp. Govt.  Insti- 
Centre Disp. 

6 eee eve 


Bantwal 1 2 1 : 1 a 

Belthangady — 1 — —— ORR aA eee 
Coondapur ] 3 1 3 4 10 1 — 2 
Karkala 1 4 — l Z 9 b | ws i 
Mangalore 2 3 — 4 1 8 2 2 10 
Puttur ] 2 1 3 1 in 1 1 =e 
Sullya — 1 — 2 — 2 _ ei, Be 
Udupi 2 4 2 5 3 bie ee or 
ca sm 5 24° 12 fee 8 CU 


There are 2 mobile health units, Manjunatha Mobile dispensary of Dharmastala and Mobile 

Health Unit of Sullia. Of the 8 Dispensaries shown against Mangalore 7 are Municipal 

Dispensaries. 

I Table 2. Showing Talukwise Distribution Of Administration Units Of South Kanara 
Municipalities & Towns Inhabited Village Area per Density per 


Taluks Town Panchayats villages Panchayats sq. K.M. sq. Km 
Corporations ; 

Bantwal l 1 84 52) 115.7. 317 
Belthangady | 1 81 39 1375.2 100 
Coondapur 2 2 100 70 1559.8 156 
Karkala 2 2 17 52 1347.3 158 
Mangalore 4 7 102 70 560.6 875 
Puttur 1 1 67 60 - 1004.2 156 
Sullia I 1 Ad 34 896.6" 414 
ES 

Total 14 21 662 ‘aio. UC 


These figures are from the 1971 census. 


Review of Previous Health Studies: 


A number of studys and surveys have been conducted in the health field all sited India 
as well asin our own state and district.’ The aim of all these surveys, in the bulk, has b 
towards planning for more effective curative services. There are enough studies f a al 
at preventive health planning. In very recent times, studies have been erate » ile 
purpose of promotion of health care. What is common to all these studies is she aulgal 
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tion has been collected, the data collated and conclusions drawn. A different approach has 
been attempted in this survey as will be explained in the chapters that follow. The main aim 
of this survey was to make use of the data collection process to open communications and 
build a link between the Voluntary Health Units of South Kanara and the community, 
through its leaders, for the purpose of planning health action in a village or geographic 
area. It would then pave the way for action at the grass roots level with the sharing of 
responsibility for its programmes, with the Voluntary health services. 


Timeliness of this Survey 


Regionalisation in Health Planning is the present programme of Government Action 
in the field of health. News items announcing facilities, personnel and locations that are 
to be upgraded or multiplied appear in the papers almost daily. Orientation courses are 
being conducted extensively to train multipurpose basic health workers. South Kanara 
District has a very active District Health Office to which are attached enthusiastic and 
hard working Medical Officers working at various levels. On the other hand the district 
aiso has very dedicated Voluntary Health Services that can parallel the government 
effort in every field, though it may not parallel it in the extent and geographic area covered. 
Further, there have been also several instances of Government health agencies collabo- 
rating with the Voluntary Health Agencies for the purpose of facilitating treatment of 
patients. This collaboration has taken place so far only on a personal relationships 
basis and not as a facilitating policy. What better time than the present to make sure 
that this desirable state of collaboration between the Government Health Agencies and 
the Voluntary Health Agencies continues so that health care in the district can spread out 
more effectively and widely? 


The Concept of Regionalisation In Health Planning 


Regionalised Health Planning has become a popular theme in India in the last few years. 
State Master Plans have been drawn based on this concept. Series of conferences have 
been and are being held in which regional organisation is the key problem discussed. 
There is a constant cry for more research in the field. 


What meaning does Regionalised Health Planning convey ? Regionalisation in the field of 
health has had different meanings historically as well as geographically. To some it 
is simply an approach to making decisions on where health services should be located 
and the facilities that must be provided at each location. To others it means a systematic 
scheme for co-operation among hospitals in their day to day operations. To some others 
it might mean a unified management of a network of hospitals in a geographic region. 
The only common note in all the interpretations is an element of coordination in planning 
for constructions, locations or in actual operations among a group of hospitals in a 
geographic region. The intention is always to give a rational structure to the health 
service rendered in order to improve the quality of service or reduce the costs or both. 


Historical Background: 


The background to the present trend on regionalised health planning has to be traced 
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h is ‘Hospital Regionalisation’. The earliest effort on 


record in Hospital Regionalisation dates back to 1912 in Denmark. In that country a 
network of institutions were developed centering in Copenhagen and branching out 
to the whole country. Under this plan they avoided further building of rural hospitals 


and brought patients with complicated illnessess to a central hospital. 


back to the earlier concept whic 


The idea seems to have been developed quite well in England in 1920. A study made at 
the time for improving hospital services, recommended to the British Government a 
basic scheme which was later embodied in the British National Health Service. This 
study defined Primary and Secondary health centres. It even sketched prototype centres 
showing buildings and layouts and listing services to be performed. 


In the United States the hospital regionalisation idea is customarily traced to the 
Bingham Associates Fund operating in Maine since 1936. Since then the process has been 
gaining momentum, much of it on a casual spontaneous basis. 


What does Hospital Regionalisation mean today? In the main it means that one large 
hospital or a group of large hospitals serve as a regional centre for several smaller 
regional hospitals. This enables patients being transfered from one hospital to 
another, equipment being lent, a blood bank that can be shared, laboratory specimens and 
x-ray films being examined at regional centres, consultants going outward from the 
centres to advise the rural doctors, physicians encouraged to go to the centres for post 
graduate education, consultation offered also in, nursing, dietetics, medical record keeping 
and other aspects of hospital services. 


The concept of regionalisation exposed so far, shows that it has been thought of from 
the point of view of hospital effectiveness in a geographic region. The patient and his 
welfare have always remained in the centre of the picture. But there has to be a patient 
first. 


Shift in the Concept: 


The recent years show a shift in the trend because the idealogy and the philosphy of 
health are changing. According to this new trend health is considered a norm and not 
a goal and therefore it cannot be attained once and for all but has ever to be renewed. 
Disease is a deviation from this norm and includes a series of limits beyond which 
irreversable change takes place. But disease is only a part of the picture. When we 
consider the normal well being of a person therefore, we should not equate a norm 
with what is normal. Any kind of tension reduces normal well being. It is not 
necessary for the presence of a disease to deviate from this state of well son Good 
health is only one of the norms by which we can measure well being. To pbeia's total 
picture norms like education, food, housing etc. have to be contittred 


We thus arrive at a concept of health that will t 
to survive in a society without breakdown an 
efforts at regionalised planning have so far gon 


ake into account the individual’s ability 
d the ability to resist its pressures. The 
€ in the direction of answering technical 
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questions, financial questions, legal questions and administrative questions, by pro- 
fessionals in the health field. Very few people have accustomed themselves to being pro- 
fessionals trained to see and answer human questions about people as people. In other 
words we have to build up a knowledge of the people for whom we plan and the process 
of which they are a part. This knowledge will never equal the other sciences in giving 
us the power to predict but it promises something different and far more impor- 
tant, namely, the power to understand and it is this that will determine how much and 
how wisely we can contribute to the seeking of health goals for our people in all its 
implications. 


Knowledge Essential to Regionalised Health Planning: 


An individual does not live in isolation and it has been proved that he is very much a 
product of the physical environment and the influences that govern his thought 
processess. Therefore, all the components of the geographic area in which he lives have 
the power to contribute either to stress production or stress reduction. © These 
processess are provoked or controlled by organisations of different kinds. There is 
the local government, the voluntary associations, the industrial and commercial units, 
the production activities, the service clubs as well as adhoc citizen committees which 
have taken over many factors of initiating social change and marshalling community 
support for such changes that are formally allocated to local government and to poll- 
tical parties. Any community action must take into account the prime movers of 
social change in the community. Who enjoys better social positions? Who pulls the 
strings from inside? In other words, what makes a community tick? If community 
action has to become a dynamic process the community worker has to. grasp how to 
operate the machinery. The machinery consists of power structures due to control 
over wealth and resources, mass media, solidarity groups, values and prestigious 
interactions. The community worker has to make sure of the consent and support from 
possible sources of opposition. The main preoccupation when a programme is con- 
veyed to a community is to organise citizen participation that it may support a 
programme. The programme itself is the concern of the professional whose function 
it is to be creative in his field of specialisation. There is no superior wisdom in the 
local masses but there is superior strength. The critical role in community action can 
be often played by the professional who stirs things up, presents ideas or plans and 
then organises mass support. 


What prompted the Design of the Present Survey: 

1) The consciousness that thus far, surveys have been conducted to serve unilateral 
planning by a Hospital or a Government Department on health concerns. 

2) In unilateral planning the patient or the beneficiary of the service is a passive 
recepient or if involved, only minimally. 

3) Dynamic involvement of a community will provide the needed third dimension 
to the health action. The necessary balance to the plans and their imple- 
mentation can thus be ensured. 


II 


THE ADAPTED PLAN OF ACTION 


In view of what has been explained in the earlier chapter it can be understood why the 
Survey Team found it necessary to adapt the plan of action. The revised plan is as follows. 


Aims and Objectives: 


1. 


To identify the health needs of the South Kanara District. 


To determine priorities 

To develop a five year plan for meeting these needs, making use of the available 
government and private resources in the medical field so that health care may be 
spread as widely as possible. 


Areas of Inquiry: 


J. 


Assess the strength and weakness of each hospital, health centre, dispensary 
and nursing home. 


Explore possibilities of private health agencies fitting into the government schemes 
for the locality. 


Assess their awareness of their role in relation to the community. 
Assess the possibilities of effecting coordination of the health services in the district. 
To determine the likely areas of cooperation between the various health agencies. 


Data Collection Pattern: 


A. Listing the Universe: 


All government, private, allopathic, Ayurvedic, Homeopathic, Unani, health institutions 
to be considered, namely, 


1) Hospitals 

2) Dispensaries 

3) Health centres 

4) Nursing homes 

5) HKNS Centres 

6) Filaria prevention centres 
7) T.B. Association Centres 


8) Extension Health Centres of teaching hospitals and large hospitals 
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The executives, departmental heads and groups of staff to be interviewed for the 
purpose of eliciting data, enlisting involvement, creating interest and providing motivation. 


B. 


1) Study of the total programmes of 5 large hospitals of the district, namely Fr. 
Muller’s, Wenlock, Lady Goschen, CSI Udupi, Udupi Government Hospital, and 
Kusturba General Manipal. 


2) District Health Office, Municipal health office, Filaria control officer, district T.B. 
Association office, HKNS office and Ayurvedic college to be studied. 


3) Health centres and Nursing homes to be studied as samples. 


C. 


From a comprehensive list, select a sample of consultants and popular practitioners of 
all four disciplines of medicine and interview them. 


D. Select a sample of areas in the district and interview institutions like: 
1) Municipality or Panchayat 
2) Schools/Government and Private, Parishes and Convents of all denominations. 
3) Service groups 
4) District Welfare Programme centres 
5) Block Development Office. 


E. Geographic area to be studied classified as: 
1) Mangalore City pockets 
2) Township areas 
3) Villages surrounding towns 
4) Remote rural groups 
5) Tribal areas. 


In adapting the guidelines given, the DHS has deviated in one area. The seven parishes 
and The Malik Denar Hospital in Kasargod Taluk have been given up because Kasargod 


is outside the S. K. District area. 


Quite early in the process of data collection, we found it necessary to revise our areas of 
inquiry and the data collection pattern. 


1) Comprehensive lists of the different types of health agencies were not available even 
though we tapped the professional organisations, the various drug stores, as well 


as the medical representatives. 


2) Study of the total programmes of the five large hospitals had to be given up as 
wasted effort after a number of fair trials. 
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rict Health Office and institutions was entirely given up. Instead, 
institutions under their charge be instructed 
This assurance was readily granted to us in the 


3) Study of the Dist 
we only asked the officers that the 


to co-operate with the Survey Team. 
form of circulars. 
could not be done in detail due to circumstances 


4) The study of Nursing Homes also ' 
in the short period of time given to the survey. 


that could not be overcome with 
5) It was found that the practice of Unani on a professional basis was completely 
given up in the district. 


6) Due to the political overtones and undercurrents, that followed the elections, the 
idea of contacting the panchyats in the villages was given up. Instead in order to 
study an area, schedules were drawn to invite the experience of: 


1) Health units run by the government concerning the area covered by them. 
2) The panchayat officials concerning the village in their charge. 
3) Schools concerning the consciousness of the health of the school age child. 


4) Medical practitioners inviting their personal experience on health matters. 


The data collected has been filed Taluk-wise so that it is easily available for quick refer- 
ence. Bearing in mind that one of the most important functions of a Survey is to enable 
the Voluntary Health Agencies to move into the community health or comprehensive 
health care programmes as they see fit, this survey was planned on the Action Survey 
pattern in order to prepare the ground from where Voluntary Health agencies could take 
off. That we have achieved this main objective cannot be questioned. The response we 
have received to all our schedules, the involvement of the government officials and 
the public at all levels and in particular the health action that it has triggered off in 
several places each in its own way shows that South Kanara is ready for a programme of 
Community Health. The scope is wide indeed. 


However we have to contend with limitations also. 


Il. The concept of community health has been understood differently, depending on 
the background and experience of the organisations and the people willing to be 
| involved in the programme. The survey team tried as far as possible to project the 
right concept but more work is required in this direction, namely, that people be made 
to understand that a community health service is a programme which is planned to 
fit in with the particular needs of that community in all its aspects, linking practice with 
resources. On the other hand, the tendency is that a Welfare Keeney draws up the pro- 
ale tries a get the community to fit in with these programmes later. It 
staff. There is ely ia th sa) Programme with buildings, equipment and office 
a: «,. mie Ceca given to field level personnel that will be required to 
a shevies once Hf ee oa to be taken for granted that people will avail themselves 
Side and the ) arted. In practice itis not so. Until a confidence is created in the 

people are educated to utilize the service it either stagnates or the progress 
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is disappointingly slow. The idea of appointing non-medical community animators 
has not yet found favour with the Health Agencies. This confirms the finding of the 
recent study on “Manpower Requirements for Social Welfare in Karnataka. This view 
has also been expressed 15 years ago by Dr. M. S. Gore of Tata Institute of Social 
Sciences, Bombay. The position is not much different now. 


2 The terms Co-ordination, Community Involvement and Community Participation 
have to be understood in their operative aspects. Also the implications of procedure, 
the time element, the public relations angle of these terms have to be gauged and planned 
realistically. The tendency on the whole is for these aspects to be set on paper but in 
practice, the programme becomes the responsibility of one organisation or institution, 
while others are kept informed and sometimes consulted but not involved actively 
in the implementation. The reasons for this are several. 


a) Lack of conceptual and operational understanding of what involvement and 
participation imply. 


b) Involvement and participation of community representatives is time consuming. 
Programmes get worked out faster when only one organisation or institution takes 
the responsibility. As long as we remain task oriented and not process oriented 
this tendency will dominate because our evaluation will take note of the achieve- 
ment and not how the tasks have been fulfilled. 


c) Involvement and participation of community means also sharing the prestige 
value of the work with others. Thus the programme is not entirely one’s own 
where one can take full credit. Often organisations and institutions are not 
ready to concede this since it could appear as a submerging of one’s identity. 


d) Co-ordination sets all at par. Whereas some organisations, institutions, indivi- 
duals have already achieved a status in the welfare and organisational field, the 
smaller fry are just beginning to venture out. The former need to be convinced 
that community involvement is a better approach to meet community needs. The 
latter need to feel that they will not get swamped in the process of working out 
the programme. Without such an understaning no co-ordination is possible. 


3. The concept of positive health is too new to be spoken about even though the DHS 
Team has mentioned it in every place. Any reference to health immediately makes, 
people react in terms of sickness and ailments. The negative concept of health being 
thus uppermost in every one’s mind their attention goes only towards cure and preven- 
tion. Action for positive health care does not seem to be of the first importance. . The 
programmes suggested for health education, nutrition, physical fitness, health curriculum 
in schools fail to impress initially. 


Bearing in mind these limitations, the survey team has tried as far as possible to convey 
the concepts noted earlier at the community contact meetings and the action groups that 
invited the team later to follow up on the survey. However, the task still remains open 
because action groups have to be helped by the survey team to become conscious of 


Il 


wider involvement in the achievement of their goals. To cite an example, the Rotary 
Club of Puttur followed up the Community Contact Meeting of May with an action 
programme involving 8,000 school children. This programme was inagurated formally 
‘1 the first week of July. The survey team met the key person involved and suggested 
a wider involvement. He welcomed the suggestion, but it was the survey team that had 
to act as the liaison. Even in the month of October, the correspondence from Puttur con- 
tinued to be with the survey team. The team has directed the Puttur contact person 
enclosing copies of letters, that for the effective working of the programme, the voluntary 
health agency, namely, Fr. Patrao Hospital must be consulted or intimated simul- 
taneously about decisions. Once agencies get used to this way of maintaining contact 
and communication with one another the programme that evolves will be the action of the 
community as a whole for the health of the Puttur community rather than the action of the 


Rotary Club for that community. 
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The Survey Idea Takes Shape with the S. K. Unit of VHAK 


“Without a health survey how 
can we plan good Community 
Outreach Programmes ?” 
gueries Dr. Sr. Immaculata 


‘*l reckon your approve of 
the idea Fr. Muller’ A 
ruminative Fr. Bernard 
Moras seeks the blessing 

of a pioneer 


‘““You can count on my full 
support in this initiative ”’ 
encourages Sr. Carol Huss 


Study that 
preceeded data 
collection 


- Publicity ensured 
through a 
Press Conference 


Encouraged by 


their Lions, the Community Leaders of Bantwal welcome the Survey 


Jaycees of Karkal invite the Community 


The S. K. Unit of VHAK reviews the 
“Brief Note’ on the Survey Findings 


The District Consultation on the * Brief 
Note’ of the Survey Findings 


iil 


METHODOLOGY 


The plan followed in conducting this study is based on the Action Survey Method. 


Why An Action Survey Method? 


An Action Survey is intended to bring about action in the very process of data collection. 
The action thus brought about in turn furthers the process of data collection by 
providing new insights into the problem. It also points out areas that have been over- 
looked, highlights what shows promise and what should be given up, seeks to find ways 
and means of furthering the aims by taking note of basic, parallel or interrelated struc- 
tures and institutions and provides opportunities for various levels of involvement. 


Health is the most vulnerable point in the life of an individual and therefore the easiest 
point of entry into community or social groups at any level. A survey can raise such 
expectations in a group as may be unrealistic in practice due to limitations of resource and 
personnel. An Action Survey on the other hand constantly faces those involved, with 
the practical aspects of organisation and the funding of any proposal they may suggest for 


implementation. 


A second consideration is that the action survey minimises the normal tendency for 
reports collecting dust before any decisions are taken. The groups that have been ani- 
mated act as a constant counter check to this tendency, not only by the psychological 
pressure they can exert, but also by the enthusiasm with which they show their 
readiness to share the task if the proper leadership is provided. 


In order to ensure the sucess of an action survey in the field of health, the first principle 
to be followed is involvement of people and persons at all levels viz, government, 
voluntary, private, professionals, executives and persons of influence, also people 
at the beneficiary level. This becomes therefore an exercise in human and public 
relationships. Not everyone can do it, but many can learn to go about it in the right 
way, With the proper orientation and practical experience. Therefore it is very 
important. that investigators sent into the field are well grounded, not only in the 
subject of the survey but also in their techniques of approach to the people. The 
degree of involvement of the community, the service clubs and government personnel 
achieved in this survey is proof that choice of the investigators and the special orienta- 
tion given to them was justified, even though the time needed for the special oreintation 
delayed their entry into the field and thus delayed the data collection. 


13 


Preliminaries To Planning 


The first contact on this project was with the sponsoring agency, VHAK, through 


Fr. Muller’s Hospital, Mangalore, on 24-2-1977. 


The rough draft of the survey plan was submitted by the Survey Director on 25-2-1977. 


udget estimate was ‘submitted on 28-2-1977. The final 


ved draft with the b : 
eee ae ital was received on 


letter of acceptance of the survey plan from Fr. Mullers’s Hosp 
6-4-1977. Data collection was expected to be completed by 30-6-1977, the pre- 
liminary report was expected to be handed in on the 7th July, 1977. 

The dates for completion of data collection and the final report had to be changed for 
reasons well noted by Sr. Carol in her foreword. 


The following break up of dates shows more clearly how the survey progressed. 


1977 
March: Pre-survey exploration and consultations. 
April: Planning Survey Design, Consultations, Testing Tools of Data Collection 


May, June, July: Intensive data collection. 


August, 
September: Filing in gaps in the data collection. 
Sample analysis and Preliminary Report, based on Sample Analysis. 
October: Detailed data tabulation completed. 
November: Editing tables, final draft of report. 
December: - Typing the final draft. 
1978 


February, March: Review of draft reports an adoption of reports for printing. 


Fr. Muller’s Doctors Meet: 


A meeting was called by the Director of Fr. Muller’s on 6-3-1977, of the doctors 
of Fr. Muller’s. The doctors were informed of the survey that was being planned and 
their opinion and suggestions called for through a leading set of questions given to 
them. (Refer appendix for questions). This meeting tended to become more of an 
information giving exercise rather than a promise of active involvement which the 
survey team was looking for. This could be due to the fact that a new setting was pre- 
sented to the doctors without having given them enough time to orient their siuees 

Therefore, the questions handed out at the meeting were not covered. The iaidicna 
promised support and co-operation and later some of them did help in suggesting i . 
ments on the sutvey schedules. SSMS IMIPLOVE 
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District Representatives Meet: 


A consultation of doctors, health administrators and members of the public was held 
on 20-3-1977, for enlisting co-operation in this survey, for advice on data collection 
and to clarify and to define terms and concepts io be utilised in the survey. The 
schedule of questions sent to them with the invitation to the meeting is found in the 
Appendix. While the aims of the survey were accepted ficm the plan presented at the 
meeting, there were several suggestions regaiding the content and scope. Therefore, 
this meeting concluded that a further meeting be held at the D.M.O.’s office for a brain 
storming session on content of data collection in the community. This meeting was held 
on 29-3-1977. 


As a result of all these meetings and the further guidance of doctor friends, the 
items under which data should be collected was chalked out. 


3. Gaining Familiarity with the Field: 


a) We spent 6 weeks out of the 13 weeks in onienting and giving the necessary practi- 
cal experience to our investigators before they were ready to step into the field on their 
own. It must be stated that these investigators were already experienced with the 
techniques of interviewing for data collection in their student days as well as later in 
another survey in which they had been employed earlier where 650 respondents had to 
be interviewed. Hence they already had the basic knowledge and experience of data 
collection through a questionnaire. However, Just using a questionnaire and collecting data 
may highlight priorities for action, but does not bring about organised action towards 
meeting these priorities. It is organised action for meeting priorities highlighted that 
we were aiming at in this survey and therefore the techniques required to bring this about 
had to be selected and tried out. 3 


b) One Investigator (P. Gopinath Rao) began the work on the survey on 1-3-1977. He 
explored what lists of respondents it would be possible to compile by visiting informally 
medical representatives, chemists and druggists, offices of the IMA, Ayurved Associ- 
ation, Homeopaths and Dentists, also the District Health Office and D.C’s Office. 
The feedback received during the whole month gave an indication to the possible 
universe that could be brought under this survey. In the last week of March, two more 
Investigators, Mohan Jathanna and C. Sathyanarayan got together with Gopinath 
and familiarised themselves with the survey informally. K. Sudhakar, the fourth investi- 
gator had joined the team on the Ist April. 


From the 15th to 17th April, the investigators had the good fortune to be able to attend a 
three day course organised by the Kanrataka VHA at Mangalore, where they were exposed 
to the other participants who were all from the health field. This helped to give a health 
care orientation to their thinking on data collection. ) 


4. Trial of Techniques: 


On the 31st of March, the investigators arranged a meeting at a village close to 
Mangalore, in order to try out the community schedule which had been drafted. 
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that took 
helpful because of the discussion 
i ing though not well attended was - 
= wid iE ee social workers on the data that was required under are schedu e 
The ce attendance also impressed upon the investigators further that this ee 
Press only human relationships but the use of community organisation techniques 
me 


as Well. 


While the apparent failure of the trial community meeting shook up the ri pk 
of the investigators, it also made them anxious to prepare themselves ane y 
with the content and the subject matter of the survey as well as the organisation techni- 


ques that would be required. 


Interviewing sessions were organised to prepare the pe sn scien for the role they 
would have to play during the actual data collection. Different types of people, among 
whom was an executive, a priest specialised in communications, a petty contractor, 
a doctor, social workers and friends of the investigators, who co-operated whole 
heartedly in the practice interview sessions. The sessions also helped greatly in making 
the investigators aware of the gaps in their own knowledge. They helped also to familia- 
rise them with the approach necessary for getting the best response. 


5. Initial Progress: 


Simultaneously the investigators formulated outlines for the three radio programmes and 
contacted the persons that were required to participate in these programmes. 


A part of each day was used to interview the doctors in town with the doctors schedule 
which had taken shape by then. 


Participation in the Kanthavara Health Camp organised by Dr. Ariga, retired DMO 
by K. Sudhakar, and C. Satyanarayan helped them to understand what exactly might be 
required in the community contact meetings. Thirty five doctors had attended this camp 
and meeting them in an informal way helped in the formulation of the doctors schedule. 
It also gave the investigators a chance to feel their way with the village Panchayat. 


6. Readiness to move into the District: 


The investigators found themselves ready to move out of Mangalore in the first week 
of May. The preparation they had gone through yielded satisfying results as can be 


seen by the successful community contract meetings held at Buntwal, Belthangady, 
Puttur, Karkal, Moodbidri and Manipal. 


of the B.D.O., A.E.O., and the Tahsildar in each taluka, as well as the response receiv- 
ed from village accountants about the Panchayat in their charge are a proof of 
success of the approach of the investigators in organising the process of data collection. 
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Support and Encouragement 


To help and encourage investigators, Mr. Arun Solomon, who joined the team in May, 
and Miss Celine Aranha, Director of the Survey, kept up contacts at the District 
Headquarters by being in touch with the D.D.A., D.D.P.I., the District Health Office 
and the Press. A Press conference was arranged by Mr. Solomon on the 3lst of 
May, 1977. The supporting role played by Fr. Bernard Moras, Director of Fr. Muller’s 
Hospital in ensuring the success of the data collection process has been, not only in the 
time he spent accompanying members of the team for maintaining various contacts but 
also in taking the leadership at the community contact meetings held outside of 
Mangalore. It gave the investigators a sense of worthwhileness, which knowing the dic- 
comforts they had had to experience in collecting the data, was a welcome ingredient to 
help them carry on. 


Another supporting factor was the presence of Dr. Sr. Immaculata at the meetings held 
outside Mangalore not only because she was the only health professional in the team but 
also because she was known by many doctors for her work in the leprosy field in the district 
and the good relations she had maintained with the government health centres. 


Another help in preparing this survey was the data on the district health facilities and 
programmes which was shared by Sr. Immaculata from her private source of information. 
The free access to the telephone at Fr. Muller’s Hospital and the availability of the 
vehicle to enable the team to participate at the various community meetings all helped in 
lessening the strain attached to taking part in such meetings. It also helped in sharing 
the sense of achievement at the success of each meeting. 


Compiling the Universe for the Study 


The research team was aware of the variables that had to be studied in order to make the 
survey comprehensive because these had been noted already in the draft plan and 
approved by the consultative meetings held as preliminaries. 


The main variables for this study were limited to the following: 
1. Doctors—Allopaths, Ayurveds, Homoeopaths, Dentists, Psychiatrists. 
Schools—Upper and Lower Primary and High schools. 
Health Agencies—Government and Private. 
Panchayats through the B.D.O. 
Service clubs and Welfare Organisations. 


? +“ eS 


How the Lists Were Compiled 

1. Doctors 
a) The Indian Medical Association was approached for its list of members. 
b) Somz Medical Representatives gave their lists of the doctors in the district. 
c) The Homoeopathic, Dental and Ayurvedic Association provided their lists. 
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for avoiding duplication of names, provided 


ther and checked 
Alf the Maw ween et tone’ verse though it was far from complete. 


a fairly comprehensive and representative unl 


2. Schools 
a) Obtaining lists of schools was very easy, once the Deputy Director of Public 


Instruction and the Assistant Educational Officers were apprised of the survey and 
their co-operation solicited. A list of Catholic schools was obtained also from 
the Catholic Board of Education Office. 

b) To involve teachers in the survey, the A.E.O.’s supplied the teacher team also 
with a list of T.A.C. centres for teachers 

c) Involving Secondary Schools through the District Secondary Teacher’s Association 


Centres. 


3. Health Agencies 
It was quite easy to get a list of all the public and voluntary health agencies because of 
the co-operation of the District Health Office. 


4. Panchayats & Blocks 


The co-operation of the District Development Assistant and through him the Block Deve- 
lopment Officers made it easy to get a list of the Panchayats in the district as well as 
well as to make contact with all the village accountants. 


5. Each of the Service Clubs provided lists of all the other chapters of their club in the 
district. 


Preparation of Schedules 


Initially it was thought sufficient to draft one schedule and have it administered in all 
the Panchayats of South Kanara. It was to be a comprehensive schedule, eliciting infor- 
mation on all aspects of health at various levels of the Panchayats. However, the 
enthusiasm of the doctors whom the Research Team had met initially prompted the prepa- 
ration of a separate schedule for doctors. (Refer Appendix: Doctor’s schedule) This 
schedule was intended to elicit the experience of the doctors in Community Health as well 


as to find guidelines from the practical suggestions they might have to offer from their 
private experience. 7 


When the meeting of AEO’s took place at the D.D.P.I.’s Office, they assured the team 
that if they were given a definite schedule for which answers were expected, they would see 
that the schedules were answered by the schools and returned to the Research Team. 
This prompted therefore a school schedule (Refer appendix: School Schedule) It aimed 
at measuring the health consciousness of the schools as well as seeking information that 
would help the survey team work out the health needs of the school community. 


The PHC schedule (Refer Appendix: PHC Schedule) is aimed at inviting the experience 
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and knowledge of the medical officers with respect to the areas under their charge. Also 
to bring out the needs and problems so that where possible the Voluntary Health Agencies 
may find ways of helping them and complementing their effort. 


It will thus be clear that the Panchayat Schedule (Refer Appendix: Panchayat 
Schedule) had been reduced to a good extent because the topics covered by the doctors, 
Schools and PHC’s were delected. This schedule invites information of the Panchayat 
areas that refer to health and diseases. It also tries to bring out information on re- 
sources and the health consciousness of the village. ; 


To collect data on facilities a rough format of questions seeking mostly quantitative 
information was sent round to all the hospitals both government and private. 


Official Co-operation 


With a view to acquaint the government administration about the health survey 
plans and to invite their co-operation, the Deputy Commissioner, South Kanara Dis- 
trict, The Superintendent of Police, The District Development Assistant, The District 
Information and Publicity Officer, the District Medical Officer, The Deputy Director 
of Education and the Station Director of All India Radio, Mangalore, were met 
personally. Every one of these officials expreed that the Survey would go a long way to 
help in the District Development Plan for South Kanara and promised the co-opera- 
tion of their departments. To begin with, circulars were despatched by the following to 
the institutions and officers in their charge. 


1. From the Deputy Commissioner of the District— 


To all the Block Development Officers and the Social Welfare Personnel, recommending 
the survey and co-operation in the Team at the village and Block level. (Refer Appendix) 


2. The D.H.0.— 


To all medical officers of the Public Health Service units in the District, recommending 
their co-operation and help in the data collection. (Refer Appendix) 


3. The Deputy Director of Education— 
To all the schools in the District through the A.E.O.’s. (Refer Appendix). 


The D.S.P. issued oral instructions to Police stations and outposts, recommending assi- 
stance to the DHS team. Due to his transfer, the Team could not pursue a written circular. 


Public Co-operation 
Various media have been used to enlist support to the survey. 


1. Handbill: 
To enlist public co-operation, a handbill had been printed which was intended to create 


19 


of the survey. We depended a great deal 


he public on the “bona fides’ 
its content and operation. (Refer 


confidence in t 
bout the survey, 


also on person to person diffusion a 
Appendix for handbill). 


2. Radio Broad Cast: 

one each in English, Tulu and Kannada had been transmitted by 
h Programme was transmitted once again in the 
of these programmes was to convey: 


Three radio programmes, 
the third week of May. The Englis 
first week of June. In brief, the content 


1. The aims and objectives of the Survey. 
2 The real concern of the Voluntary Health Agencies in delivering health care to 


the masses. 
3. Why agencies not directly connected in the curative health need to be involved in the 


survey. 
4. That the survey will end up as more than a report, viz., the Voluntary Health Agenc 
will follow up with action. 

5. That Voluntary Health Agencies will work hand-in-hand with government agencies. 


6. That the end product of this survey is intended to be a projection plan for promo- 
ting positive health. 


For the broadcast in English, two doctors, Dr. Ananthakrishna, President of the Giants 
Dr. B. S. Krishnamurthy, Secretary of the IMA S.K. Branch, Fr. B. Moras and Miss 
C. Aranha were interviewed in English by Mr. Hiranyappa, the radio programmer. 


— broadcast in Kannada, two investigators, K. Sudhakar and C. Satyanarayana 
ae ucted a discussion with Santosh Kumar Rai and Bhagwandas Manipur pes 
ommunity Organisers at two development projects in the District. 


apps he Broadcast, Dr. P. N. Krishnamoorthy, a Child Specialist, Dr. Sumathi 
y e staff of the Lady Goschen Hospital, and Mr. B. S. Nagappa, the District 


Development Assistant were ji 
te 
Regnatore. interviewed by Mr. S. R. Hegde, a popular lawyer of 


It is gratifyi 
ee tine Sai ie the Tadio recording session got the Programme Director 
Me hhaty Hestin ee 0 Radio Doctor Talks to follow the health survey braodcasts. 
Ts cancer aie can therefore find an easy footing into this communication 

of furthering their objectives. The Station Director also promised 


to make available the texts of 
lI 
to health in this district, all the talks they have had at Mangalore Station, relating 


3. Press 


Several news it 
items appeared in the leading newspapers from time to time. This gained 


Pieri 
amiliarity and popularity for the survey as intended. 
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4. Catholic Schools 


The Manager of the Catholic Board of Education has sent a circular to all the 
schools under this Board, recommending their co-operation for the survey. 


5. Government Medical Officers Meeting 


Fr. Bernard Moras and Miss Celine Aranha addressed the entire group of doctors, 
working in the various primary health agencies of the South Kanara District to 
appraise them about the health survey. The meetings took place on 16th April 1977, 
during one of the routine conferences of the District Health Office. The doctors 
promised to extend whatever cooperation would be required of them. 


6. A. E. Os Meeting 


Miss C. Aranha addressed all the Assistant Education Officers in the office of the Deputy 
Director of Public Instruction on 5th May, 1977. They expressed co-operation in very 
concrete terms. 


Ensuring Involvement and Response 


Much time was devoted to contacts and publicity which were aimed at 


1. Involvement of the public, the doctors and the officials in the thinking on the survey, 
and inviting their co-operation. 


2. On preparing respondents at various levels viz; doctors, teachers and the general 
public to be selective in the information they would provide in order that the focus on 
health is not diverted. 


3. To arrive at an understanding of the terms ‘Community Health’ ‘Community Ser- 
vice’, ‘Public Health Services’, ‘Voluntary Health Services’ and ‘“‘Comprehensive Health 
Care” and to spell out their inter-dependent and complimentary roles. 


4. To arrive at a comprehensive definition of the above terms and determine the place 
and functions of Voluntary Health Services in promoting Comprehensive Community 


Health care in the district. 
THE DATA COLLECTION PROCEDURE 


South Kanara is divided into 8 taluks. As every where in India, the basic unit of 
Government is the Panchayat. There are 443 Panchayats and 14 municipalities. 
Covering the entire field would have been ideal but could not be done because it would 
have been too broadbased as can be seen from the tasks that it spelt out, namely; 


1) Listing all the health facilities available in the district. 


2) Assessing strengths and weaknesses of the existing health institutions. 
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3) Listing all the doctors and all the health institutions into categories belonging to all 


the four disciplines of medicines found in the district. 


4) Listing priorities for health area by area. 


5) Determining the needs of special groups and so on. 


The tasks of our investigators had been well defined. The Survey team had already ac- 
cepted the fact that there would not be enough time to go to all the 443 Panchayats and 
make a good job of it. This was for various reasons. First of all on the enthusiasm 
engendered by the investigators would depend the quality of the data returned. If quantity 
was pursued there would have been much more at stake, namely; 


1) Fatigue and boredom in the investigators leading to lack of proper attention to the 
data to be collected. The quality of the data would thus suffer. Ifthe Panchayats 
were to be covered it would be necessary to allow for enough time to inspire 
in them the required confidence to give the true picture. Time is always in shout 
supply. Also some persons with a status in the medical field when approached by the 
investigators had already spoken sceptically of surveys in general. Such attitudes 
filter through quite fast, the team did not want to get bogged down because if 
the public in general had caught on this attitude they would refuse to co-operate. 


2) Because of time limits there would be a great variation between data returns of 
earlier weeks and those of later weeks, since the earlier ones would be more 
leisurely done and the latter hurried. 


The scope and limits within which each of the investigators had to function were well 
defined. All of them went into one taluk simultaneously and covered it systematically 
Each had his particular individual task and each had a part in the group task. This 
arrangement helped to get the best out of the investigators because their individual tasks 
were allotted after having assessed their respective strong points for a particular task. Thus, 
one covered the Health Agencies, another the Educational Agencies, the third the Block 
Development and Revenue offices and the fourth covered the Service Clubs and Welfare 
Agencies. Once the shedules were distributed to those in overall charge of respective 
agencies, each of the investigators covered the doctors individually. Before moving out of 
each taluk, a Community contact Meeting was organised. This meeting was normally 
attended by Fr. Bernard Moras, Dr. Sr. Immaculata and Miss Celine Aranha. Coverage of 
each taluk by all the investigators simultaneously helped in several ways. 


1) ye ie the investigators with each others support while they were camping out 
ae: i usual haunts.—Each week a different place where there were material depri- 
S, namely, accommodation, food and other conveniences of life. Besides the 


psychological difficulties which they h 
he ad t 
administering the schedule. : Se ee ee 


2) The investigators were able to 


rovid 
necessary, when faced with pat ide each other with the psychological strengths 


Ppointment, depression and annoyance, 


Xe 


3) They were able to help out with one anothers work, when necessary, and though each 
had their own field to take care of living together helped them to share each other’s 
experiences and thus get themselves familiar with each other’s field. The advantage 
of this was demonstrated when in one particular taluk, one investigator had to be 
away for a week for personal reasons and the remaining three shared his work without 
causing a break-down or a gap in the data collected, though it took a few extra days. 


The main point that must be made here is jhat the survey Director was fimily convinced 
that investigators are the key to the success of a survey. They are human and have to be 
respected as such. It is only when this is realised that she could expect human out- 
comes from data collection that is intended to serve as a link to organise a humanitarian 
service. This was also the reason that prompted Fr. Moras, Sr. Immaculata and the Survey 
Director to be so closely involved with the investigators in the data collection process. 


A further reason for dealing with the investigators elaborately in this chapter is to 
stress the point that research can lay the foundation stone to a work provided it is 
sufficiently well planned. People who want research studies often look for short cuts in 
time, money and effort. Because of this there are several instances where a survey has become 
a total waste, because of badly planned tools of data collection, or some other difficulties 
which were not forseen because the initial exploration was lacking. Sometimes a mass of 
data that has been collected has had to be abandoned because it is time consuming and 
too expensive to get it tabulated and compiled into a report. The aims and objectives the 
scope and limitations, the dates and the budget provided and the personnel should be well 
looked into before landing into a survey. A constant watch over the fulfillment of the aims 
and objectives has to be maintained. It may be necessary to have a shift in the quality or 
quantity of data to be collected, a revision of respondents may be advisable, a shift in the 
methods may be indicated and so on. It is necessary to have a review committee avail- 
able easily for consultation on the best course of action. 


Taking our own survey as an example, even without indulging in a survey of this kind we 
could have concluded that the people of South Kanara suffered from malnutrition, lack of 
health and hygiene consciousness, and so on. A talk with a group of doctors would have 
brought out all that but our organisation for data collection too had certain goals in 
view. The process helped also to prepare the ground for further action, because it achieved 


the following goals. 
1) People got to know the VHAI. 
2) Made people aware of the Voluntary Health Organisations in the district. 


3) Conveyed to the people the message that Voluntary Health Organisations were think- 
ing of changing their mode of operation by organising out-reach programmes. 


4) Got people thinking that with a little organisation, the public, the government, the 
doctors and health agencies can co-ordinate and co-operate in order to spread health 


care as widely as possible. 
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ss of schools and panchayats to think on matters of health 


5) Aroused the consciousne 
m to begin to plan their own programmes with the approval 


and paved the way for the 
and encouragement of higher authorities. 


6) Held before the people the concepts of Community Health and Positive Health and 


Comprehensive Health Care as the goals to be aimed at. 


The schedules that we had formulated, the community contact meetings the involvement 
of government departments and the officials, the consultative meetings—everything was 


geared towards this. 


What Happens After Data Collection? 


This was a question that the Survey Team was asked constantly during the process of the 
survey. The Survey team has filed the data talukwise and has kept it ready to be handed 
over to the South Kanara District Community Health Project, when the project applied 
for and awaiting final sanction comes up for implementation. This data can be referred 
to by any interested health agency. Some members of the Project Implementation Com- 
mittee have already reviewed the report and adopted it in two forms—a popular report for 
the public and this detailed report for the Health Agencies and personnel. 
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ABBREVIATIONS USED IN THIS REPORT 


DC 
DDA 
DHO 
DDPI 
AEO 
BDO 
PHE 
HUTD 
TDB 
LFD 
FAC 
ESI 
MCH 
GOI 
KAC 
CSI 


Deputy Commissioner 

Destrict Development Assistant 
District Health Officer 

Deputy Director of Public Instruction 
Assistant Educational Officer 

Block Development Officer 

Primary Health Centre 

Health Unit Type Dispensary 

Taluk Development Board Dispensary 
Local Fund Dispensary 

Teachers Area Centre 

Employee State Insurance 

Mother and Child Health Programmes 
Government of India 

Kasturba Medical College 

Church of South India 
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IV 


DOCTORS EXPRESS OPINIONS 


This chapter is devoted to the analysis of data collected through the Doctor Schedule. 
This schedule is the shortest of the four schedules canvassed by the District Health 
Survey. Also, it is the most open ended since the intention of this schedule was to tap the 
experience of the doctors in order to understand the doctor’s point of view in planning 
Community Health Services. 


There is an estimated number of 600 Allopaths in the district. Besides there are 
Ayurveds and Homoeopaths. The schedule had been handed over to nearly 250 doctors. 
Several returned the form immediately. Some posted or sent it back through other sources 
though delayed. But most of those who promised to return later did not so do even after 
reminders. 


The total returns are 94. 


Analysed according to qualifications they are as follows: 


Qualification not mentioned: on 2 7 4 
Homoeopaths : - = ! 
Dentists: aS “i; 2 
Ayurveds: 
Vaidyas: 3 
Graduates: 6 
M.D. (Ayurveda): I 
Licentiates: 19 
MBBS with Ayurveda: | 
Allopaths: 
Licentiates or Registered Practitioners: 3 
MBBS: oi 34 
MBBS with DCM/DPH/DCH/DGO/MRCP/LO:.. 7 
P.G. Pharmacologist: if 1 
M.D.: 4 
M.D. ENT: 2 
M.D., DVD., FCPS: ; 


MS., FICA., FICS, MCH., FACS: 
25 


M.D. FRCP: 
M.D., DGO: 


P.G. Microbiologist : a4 
om | 
M.S., FICA, FICS: 1 


The doctors with the higher qualifications are mostly from the staff of the Kasturba 
Medical College. The two Ayurveds are from the Ayurvedic College, Udupi. 


The distribution of Private practitioners and Government employees is almost equal. The 
taluk wise distribution is as follows. . 


Bantwal: 13 
Coondapur: = 9 
Mangalore: bas 23 
Sullia: ae 14 
Belthangady: a 5 
Karkaia: a 12 
Puttur: ety 4 
Udupi: . eh 7 a 


The schedule has two parts. Part A invites information from the doctor’s personal 
experience on village health, health needs of villages, health consciousness, resources, 
available. 


Part B invites suggestions aad guidelines for action. 


This schedule was prompted by the knowledge that: 


fs Several doctors have their roots in the villages of South Kanara and visit them 
from time to time. Therefore they should be in a position to offer worthwhile 
comments, 


fs Several city bred doctors also participate from time to time in health camps on 
Invitation from the village Panchayats or service agencies. This offers them scope 
to observe and gain familiarity with our villages. 


Indi | 

* ae the Survey team hoped to collect village wise information which it wished 

pies oa with the information sent by the Panchayats. The assessment of the health 
or some villages would have been helped this way. 


The Response: 


The d 

as. bees not been encouraging, considering the quantity of the data 

survey invited the ; ie a of response. —_It was clarified in the schedule that the 

answers that are coca experience of the doctors. Several have returned stereotyped 

Saal in any book or newspaper articles on health. May be there 
Swer. However, the very same answers, would have been worthwhile 
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if they had been backed by the mention of approximate figures from the doctor’s 
experience, the mention of some places or other such qualifying factors. As it 
is most of the doctors have expressed opinions without offering a tangible base for these 
opinions. To this extent the Survey Team feels quite disappointed with the quality 
of the answers returned. There have been a few who have taken the trouble to write at 
length, making good use of the open ended nature of the schedule, but a great number 
have just said ‘yes’ ‘no’, or indicated a dash on the schedule itself and returned these 
schedules. 


The team is unable to decide which has been worse for its morale, doctors promising to 
return and not returning the schedules or doctors returning the schedule without 
paying the slightest attention to the subject matter. However, it shows the lack of a 
scientific attitude of most doctors in their approach to the field of health even though 
their medical skills could be perfect. It is easy to conclude from the answers received 
that most of the doctors lack a breadth of vision and depth of knowledge of the inte- 
grated health field. May be they have their expertise on diseases and their cure—but 
we did not require this information for purposes of our study. 


Further, it is rather a let down to be confronted with the fact that several doctors 
who have dealt with the schedule cursorily are men and women normally considered 
to be above the average intellectually and privileged far above most citizens as they have 
received an expensive professional education spread over good many years of their adult 
life. They have been thrown into a field, where however, impersonal a doctor may 
be, the service rendered is still a very personal one, but they seem to have treated the subject 
of Community Health without much concern for this field. Dr. Ganesan, the President 
of the IMA and an advisor of this survey had cautioned the team to go to the doctors 
with the attitude of taking their education, experience and knowledge for granted so that 
the survey team could draw from it and to refrain from antagonising them by telling 
them what to do. It is in this spirit that the schedule had been planned. 


Could it be that the DHS team expected more than it should have? If so, our 
apology lies in the fact that by expecting certain high attributes, we have complimented the 
doctors. We have found a few who have have justified the compliment, some have negated 
it with their attitude of indifference while some others have plainly showed a lack of 
understanding of what the questions have implied. However, the response to the 
schedule has clearly revealed that for any plan for community health services to become a 
success, will need to take into account the orientation and conscientization of doctors 
towards the concept and practice of Community Health Care Services 


o the analysis on the doctors schedule will be neither complete 
acknowledges the services, encouragement and support 
a few stalwarts among the doctors without whom our radio programmes and our 
Community contact meetings would not have been successful. Also, the time given 
by some of these very doctor freinds to help the team gain clear ideas of the field of 
community health, made it possible for the team to know what data to look for in the 
district that it may become relevant to the objectives set forth in our plan. 


This introduction t 
nor justified unless the team 
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Analysis of Schedule Returns 


Question—A. |. 

Have you been for any village health service at any time? Viz., camp, medical check-up 
etc. Please name the villages. What has been your experience of these camps in terms of 
the health of these villages and their real health needs? 


Of the 94 doctors 52 have been to village camps. 35 have answered ‘No’. Seven doctors 
have answered either that it does not apply to them or that it does not concern them. 


The doctors have mentioned villages which are fairly well distributed over every taluk. 
In general their observations confirm what any good health observer could mention 
namely; poor sanitation and hygiene, lack of potable water, lack of water sources, 
ignorance, superstition, T.B., malaria, anemia, leprosy, worm infections, bacterial and 
fungus infections, allergies, protein and B Complex defficiency, antenatal care and a 
great need for health education and planned health services. Names of some villages 
have been provided. Several of them are repeated in the answer to the next question. 
Therefore incorporated under it. 


Question—A. 2. 


Are you familiar with any other village about which you can speak in terms of its health? 
What are the names of these villages ? 


The following areas and diseases have been highlighted. 


I. In the Puttur Bantwal border, the villages are suffering from anemia, iron difficiency, 
malnutrition, gastric enteritis, amoebiosis and worm infestation. 


2. In the Bantwal Karkal border villages, people do not have even one qualified 
doctor for miles —From Alipad up to Punjalkatte and from Siddakatte up to 
moodbidri Venoor. The people are mostly petty agriculturists and agricultural 
labourers, most of them un-educated and require to spend a great deal on 
transport to reach the Bantwal Hospital. 


3. In the Puttur Sullia border villages, people have to go all the way to Puttur for 


medical iti in di 
| Services. Malnutrition, skin diseases, respiratory infection and liver diseases 
are common in these parts. 


4 
In Mangalore taluk, the villages near the Kerala border as well as Jeppinamogaru 


area, Kulur area and the Ben | 
tur gre area need fullfledged and regu] 
Communications have to be improved. x ication 
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5. In the Mangalore city area, Hoige Bazar, Boppal, Gorigudda, Bunder, Goodshed, 
Harijan colony at Pandeshwar, have been listed as being poor in sanitation and 
hygiene. There is a lot of stagnant water in the Hoige and Bunder areas. 


In the Mangalore Bantwal border areas there is a great deal of malnutrition among chil- 
dren. 


In the Coondapur villages there is a lot of superstition as well as lack of sanitation and 
hygiene. 


In the Vittal area lack of hygiene and sanitation exists even among the richer people. 
Malaria is rampant in the Puchemogaru village. 


The villages which the doctors have mentioned by name have been classified under areas 
in this report as mere names of villages may not make much sense to the reader. 


Question—A. 3. 


Are you in touch with any special, community? What are the special health needs of 
that community? 


Several Communities: PS 18 
Not mentioned: 4p 20 
Haryan: es 3 
Muslim: at 8 
No Special Community: ii 45 


These figures indicate that the attention only of a few responding doctors has been specially 
drawn to particular communities—No doctor attends to a particular community alone, 
with some there is a greater number of patients from one community than from another. 


One LIC practitioner of Buntwal says that he has found both students and older persons 
coming for check-up, underweight due to poor nutrition and lack of hygiene. Many of 


them suffer from dental caries and pyorrhoea. 


Another practitioner says that Attavar in Mangalore is full of alcoholics and they live in 


insanitary conditions. 


Thokkottu village in Ullal has also been found to have a high incidence of T.B. due to 
malnutrition. One practitioner writes that the christian clients in his practice lack 
personal hygiene and therefore suffer from skin infections, and the poor classes of hindus 


are lacking in everything. 


been commented upon, especially. In Ullal, incidence 


The muslims as a community have ; 
Studies to eradicate T. B. and skin diseases among 


of leprosy is high among them. 
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igh incidence of these diseases in this com- 
muslims should r Miter 2 eangsinest living conditions and common burkha 
munity os 7 Muslim women are said to be worse off than the men in matters of 
owned “3 t fies ante is a great necessity among muslims in order to safeguard the 
an f ise : bse as well as the children born to them. An example has been cited 
heakth:o i é ae with 11 children where five of the last were born within a period of 
hapa ie was expecting one more. There is also a lack of knowledge of the need 


for primary immunization in children. 


Harijans as a community have been commented upon to be poor on the por hfe 
doctor from Vittal writes that the harijans in his area lack hygiene, sewage Isposa an 

water sources. The housing condition is bad and on the whole they spend their life in 
poverty. Incidence of Filaria in harijan areas within the city namely, in Hoige and Bunder 
is high. These people have no drainage connections. They have not had primary immuni- 
zation. Triple Antigen has not been understood as a prevention, but taken as a cure, 


There is great need of education on health matters among the harijans. 


Question—A. 4. 


Are the people in the villages and communities you have known conscious of their health 
needs? How far are Municipal or PHC services available to fulfill these needs? How far do 
the people make use of them? 


43 doctors state that people in the villages are conscious of their health needs. Whereas 
37 doctors state that they are not. Five say that the consciousness exists but is poor. 
Nine doctors have not said anything about this. 


Only 3 doctors have answered the question about the distance from the PHC. One said 
the distance is as great as 12 miles from some villages to the nearest PHC. One doctor 


mentioned 8 miles, and a third Says it is 3}. It is not clear which PHC they have 
refered to. 


22 doctors say that the services of the PHCs are Satisfactory. 18 Say that they are un- 


Satisfactory. 2, poor and 1, negligible and 3 do not know anything about it. 48 doctors 
have not answered this question. 


pense even common remedies, like Iron tablets, B. Complex and mixtures. Another has 


said that poverty, ignorance and the fear of the unknown have prevented people from 
availing themselves of the benefits of the PHCs. 
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earnest by some of the field staff of the PHCs. The fact that more than half the 
number of doctors have given ‘No’ as an answer to this question, confirms the observation 
that most of the doctors either lack public health consciousness or are indifferent to it. 


Question—A. 5. 


Have you any comments to make on the health delivery as it exists at present with 
reference to (give your personal experience or knowledge only). 


1. Situation of health centres in terms of distance and population to be served. 


2 Medical and non-medical manpower that could have been utilised for community 
health programmes. 


3. Village resources that could have been tapped. 
4. Any other items you can think of. 


41 doctors have answered this question. 


The most original answer to the first part of the question states that there is no health 
delivery available at present to the utility stage of the patients. It is necessary to have one 
doctor for 3,000 people and the maximum distance not more than 3 miles. Another doctor 
has mentioned that distance could be reduced if better and cheaper transport facilities 
connecting every village could be provided. 


The most common opinion is that the PHCs and medical subcentres run short of funds 
and the necessary drugs. Therefore, people lack faith in them. 


Regarding manpower that could have been utilised for community health programmes, 
several seem not to have understood the question. A few have suggested that non- 
medical persons should be utilised for health education. Regarding village resources some 
have said that the villages are poor in resources. A few are in favour of collecting dona- 


tions from communities, churches, temples etc. 


items on which suggestions have been asked there is one suggestion that 
d, and at least 5 beds provided at each PHC. A couple 
of doctors have suggested the establishment of Mobile Units, collection of health tax to 
improve health services ‘s one more suggestion. Another doctor wants that the pro- 
gramme should begin with giving a good water supply and proper sanitation to the 
villagers. A few doctors want to see quack medicine abolished. 


Among other 
the PHCs should be increase 


Question—A af 3 


you define or describe community health services? Elaboration will be 


How would 
welcome. 


29 doctors have answered this question. As stated earlier, some answers “are off the 
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eo”. a few are “off the tangent”. But about half the number have taken trouble to give 
: Heap view of community health services. Since there will be a chapter else- 
where in this report on these definitions, the answers given to this question will be inte- 


grated there and not be included here. 


Part—B. 


Question—B. 1. 
How many patients do you attend to on an average in private practice/in service? 


On the whole doctors in private practive see about 20 patients a day. But there are 
several doctors who attend to as many as 60 patients a day. Two private practitioners 
have given the figure at 100 patients a day, but we are not quite sure whether this is 
per day or the entire list of patients. 


HUTD and LFD’s have about 20 to 40 patients a day. PHCs range from 61 to 150 
patients a day. Among the PHCs the vittal PHC has about 175 patients a day. The 
government hospitals range from 100 to 150 patients a day. A Dermotologist and Vene- 
reologist reports seeing about 175 patients a day. The Medical Officer of Manipal also 
reports 150 to 175 patients a day. 


Question—B. 2. 


In your practice do you find any of the following problems? To what extent? a) Mal- 
nutrition 5b) Bad hygiene c) Lack of health consciousness d) Lack of knowledge of 
infection and pollution. 


Question—B. 3. 


What is the economic level and social background of the patients who come to you? 
The answers to both the questions are related and therefore reported together. 
92 of the 94 doctors have answered B. 2. 84 out of 94 doctors have answered B. 3. 


All doctors see patients from all Economic levels, some have a higher percentage of poor 
patients while others have a bigger percentage of middle and richer classes. 


Malnutrition is reported by every doctor. From as low as 10% given by a doctor who 
attends on Poor Patients to as high as 75°. Bad hygiene, particularly bad oral hygiene, 
has been wide Spread in all economic levels, the numbers mentioned range from 5% to 


50%. Lack of health consciousness again ranges from 5% to 90% and found in all 
economic levels. 


The same answers hold good for lack of knowledge of infection and pollution. A few 
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doctors have said that their problems are not restricted to poor and uneducated, but 
but affect also the rich and educated. 


Question—B. 4. 


Have you tried to educate any of the patients either individually or in groups? For what 
purpose? What about response ? 


78 doctors have answered this question. 20 doctors have reported that they have tried 
to educate patients about hygiene but the response has been slow. 24 doctors have 
tried to educate their patients on personal hygiene and nutrition. But they have not 
reported what the response of the patients has been. 


Four doctors have reported educating patients on particular diseases and 14 doctors 
have educated patients on T.B., Family planning, Mother-and-Child health and 
Immunization. One doctor has advised on vitamin rich foods and the response has 
been slow. 


Question B2, B3, and B4, point to a general pattern of health consciousness. The standard 
on the whole is low and therefore questions of nutrition and hygiene, knowledge of infec- 
tions and pollutions, immunization seem to be requiring a mass approach all over the 
district. 


Question—B. 5. 


What are the types of diseases or ailments which have a higher incidence among those 
who come to you? 


The incidence has been reported as follows. 


No. of Doctors reported 


Diseases 
1. Malnutrition & deficiencies in diet 34 
2. Anaemia 25 
3. Worms 23 
4. Amoebic Dysentry 5 
5. Scabies and skin infections A4 
Gy: ‘T.B: 24 
7. Bronchitis, Asthma and repeated respiratory infections 25 
8. Gasteroenterilis 13 
9. Typhoid 3 
10. Malaria 8 
11. Whooping cough 7 
42.---¥.D: 6 


a3 


13. Fevers ; 
14. Dental ailments 


11 
15. Diarrhoea : 
16. Kidney and Urinary infections ; 


17. Psychosomatic 


Several other diseases have been reported by one to three doctors and cover 25 more 
diseases. 


The talukwise Distribution of the incidence of diseases mentioned is given in the table 
that follows. 


IV Table 1. Talukwise Distribution of the Incidence of Disease as 
stated by the doctors. 


ft = |. - Bead) Beith Coond. Kar. Migge OR Sul Ua eee 
No ofRespondents SCO ag 
Malnutrition 6 2 5 5 5 6 3 Z 34 
Anaemia 3 1 5 2 6 3 — 3 25 
Worms 2 1 3 ] 4 7 4 ] 23 
Amoebic Dysentery 8 1 3 3 5 2 2 1 25 
Scabies and skin diseases 7 3 5 1 10 7 r 4 44 
T.B. 5 l 3 — 4 3 6 Z 24 
Bronchitis Asthma & 

repeated resp. infection 3 2 4 2 4 1 5 25 
Gastroenteritis 3 _ 1 3 % 13 
Typhoid 3 — — = Berea 2‘ a. Bia 3 
Malaria 3 1 1 l — — 2 — 8 
Whooping Cough | — 1 l l — 5 — 7 
V.D. 1 — — — 4 Leas | ais 6 
Fevers l -—— — wy) 4 | ] ] 10 
Dental 2 — — — SS 1 2 ae 5 
Diarrhoea — 1 3 2 D) 2 1 ue 7 


Kidney & Urinary 
infection == Pe 


Psychosomatic a ay 


aes ee Ne eee Se et 

$26, V Main. | 8lock 

Koramengsla 

Bangalore-560034 

India 

Malnutrition has been reported by a higher percentage of doctors in Bantwal, Coondapur 
and Puttur. 50% of the doctors who have reported in each of these taluks state this. 
Coondapur and Puttur are high also in anaemia. Worms are reported high in Puttur. 
Amoebic dysentery reported by 8 out of 13 doctors, almost 657% in Bantwal. Scabies 
and skin diseases reported high in all taluks except Karkal. T.B.is reported highest by 
the Sullia and Bantwal doctors. Bronchial diseases reported highin Udupi. In Belthangady, 
Puttur, Coondapur and Karkal, more than 35% of the doctors have reported Bronchial 
diseases. Gastroenteritis reported high in Bantwal and Puttur. Typhoid reported in Bantwal 
only. V.D. reported in Mangalore, Bantwal, and Sullia only. 


Question—B. 6. 
Are you on the team of any private nursing home? Into which nursing home do you 
usually get your patients admitted ? 


Eleven have answered ‘Yes’, 69 ‘No’, and 14, have not mentioned anything. 


The purpose of the question was only to know what nursing homes are found in the 
district. Our visits to the Municipal office and other sources where we thought we 
could get a complete list were rather unsatisfactory. Even the answers we received 
from the doctors have not given more information than we already have. 
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V 


HEALTH UNITS SHARE PROBLEMS OF PUBLIC HEALTH CARE 


This chapter contains the analysis of answers received from doctors in charge of Govern- 
ment health units. The Health Unit schedule was canvassed by the investigators personally 
taluk by taluk during the data collection period and given to the person in charge of 
the government health unit at every level. 


In order to motivate the doctors to return the schedules, they were approached both 
officially and informally. The District Health Officer, having satisfied himself of 
the welfare aims of the survey, provided an opportunity for Fr. Bernard Moras and Miss 
Celine Aranha to address all the doctors under him, who had come to his office for 
their monthly meeting with him. The attendance was excellent. Only one doctor was 
absent on this occasion. The DHO followed this with a circular to all the units and staff 
under his charge (See Appendix). Further, at every community contact meeting the 
officers of the health units were present. Compared with the promises given and the 
effort made, the response is rather poor. We can put it down to many factors. 


1. Overwork 

2. Lack of orientation of the doctor to a concern for broad based health planning. 
3. Lack of faith in the survey undertaken. 

4. Sheer procrastination 


Whatever else be the cause, it was definitely not due to want of good will. Several 
PHC and Government Hospital doctors took the trouble of attending the community 
contact meetings and took active part in the discussions. Some of these very doctors 
have not returned the schedules. Having met these in person, noted their interest in 
their work and the difficult conditions under which they have to operate in terms of 
distances, conveyance, difficult living conditions, it is not surprising that their enthu- 
siasm for the survey could not go beyond the personal contact level. However, the biggest 
gain of canvassing the PHC schedule and meeting the Medical Officers of the health 
units at community contact meetings to be noted is the favourabie and welcoming attitude 
that they have on the whole. It is impossible to measure this attitude in definite 
terms, but this is the combined opinion of the survey team based on the personal 
experiences of each of the members of the team. Most of the doctors are young, eager 
and enthusiastic but they feel the strain of working, often as a one man ests ‘anider 
pee handicaps. Therefore, they are ready to welcome and co-operate with any agency 
reipiaes ase In promoting their official policy. It is therefore, the obligation 
i expec eae the DHS follow up team to begin at whatever level it can, to fulfill 

roused by the survey in the health unit officers of the district. The 
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role of the DHS follow up with regard to the PHCs and Sub-Units should be clearly a 
supportive one. 


Table 1, below shows the distribution of the respondents talukwise as against the total 
universe. The response from PHCs and LFD’s is about 50 %. The rest of the res- 
ponse from PHCs and LFDs is about 50%. The rest of the response iS poor. 


V_ Table 1. Showing Distribution of Respondents 


Se ——————————————————————————ee 


Sub Govt. Rural 


——$<$$< 
_=——— 


Taluk PHC Centers HUTD LFD Dispen- Dispen-_ Total 
saries saries 

Bantwal 2 = oie ee a th » 
Belthangady l “= — — l — 2 
Karkala 2 — i 1 — 1 5 
Coondapur 1 1 2 2 ae aa 6 
Mangalore 1 — — 1 — — 2. 
Puttur l —- 1 = a a ‘) 
Sullia = ee ie ”) pbs U. 7 
Udupi 2 4 — 5 — — 12 
Total A} 5 4 Li 1 1 33 

Total Universe 20 12 24 23 2 26 106 


> ———— aries mast CIE 
The Schedule Content 


The Content was aimed at the following : 


1. Assess how active a PHC is in routine programmes and National Disease Control 
Programmes spelt out for the country. 


2. To serve as a means of comparison with the information received through other 
schedules, regarding 1!) Incidence of diseases 2) Hygiene consciousness 3) 
Pollution 4) People’s attitude 5) Immunization 6) Health needs of the area 
7) Health programmes 8) Methods effective in health education 9) Resources. 


The ‘objective aimed at was to determine where exactly Voluntary Health Services can 
play their part and how they could co-ordinate their programmes with the government 
effort. Also to find guidelines for planning the progarmmes of the Voluntary Health 
Services in this field by familiarising them with the facts and figures concerning a 


geographic area and the people living in it. 


Regarding question 1, the answers received indicate only the disease control programmes 
undertaken. But there has been no indication of when and where these programmes 
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were undertaken, whether continuing or stopped, how conducted and the result or 


achievement. 


V Table 2. Disease Control] Programmes Undertaken 


Sl. No. Name of the Programme No. of Units that 


Conducted 
1 Malaria Control 13 
2 Small Pox 14 
3 Leprosy 4 
4 V.D. 1 
5 Family Planning 6 
6 Trachoma F 
7 Gastro Enteritis 1 
8 M.C.H. 5 
9 T.B. ve 
10 D.P.T. Camp 1 
11 Communicable disease | 
12 Rural sanitation and water supply 4 


neem sss seen 
Health consciousness in the villages as reported by the health units is as bad as the 
doctors have reported in the earlier schedule. Table No 2 indicates the answers of the 
health unit respondents. One doctor of HUTD Says regarding health consciousness, 
that people are aware of health problems but do not show any interest in overcoming 
them. 


V_ Table 3. Health Consciousness in the Villages 


Sl. No. Health Consciousness No. of Respondents 


Pa = = 


Good 
Satisfactory 
Fair 

Below average 
Unsatisfactory 
Poor 

Very poor 

Nil 


CONN NBWN 
Anwore KH WN 


The position is the same with respect to personal cleanliness. The doctor of the HUTD 


referred to above Says that adults bathe dail b i = 
, but child 
and their clothes are not pattie y Ten are not given daily baths 
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V Table 4. Hygiene Consciousness with Respect to Personal Cleanliness 


SI. No. Hygiene Consciousness No. of Respondents 

1 Good 3 
2 Satisfactory 7 
3 Fair 1 
4 Poor 11 
5 Very poor 5 
6 Unsatisfactory 5 
7 Nil | 

Total 33 


Pollution Prevention 


With respect to pollution prevention, a doctor from Coondapur HUTD says that 
people are aware of pollution but not ready to remedy the situation. However, they 
allow health personnel to chlorinate wells without objection. An LFD Medical officer 
from Coondapur writes that wells do not have proper walls and water gets polluted by 
impurities draining into them from adjacent areas during rainy season. An HUTD 
from Coondapur writes that in the interior of the taluk, water and milk supply are 
insufficient. A doctor from Mangalore taluk PHC says that water supply is insuffi- 
cient and open pond water is used. A Puttur HUTD says that there is insufficient 
water and milk supply. An LFD from Sullia says that water supply is insufficient, 
villagers are satisfied with pond water which is usually polluted. Another LFD from 
Sullia says that in his area water and the atmosphere are polluted because of a 
rubber factory. The Health Department has been apprised of it, but no action has 
been taken so far. A PHC Udupi reports that the milk situation is very bad and the 
medical officer himself uses powdered milk. An Udupi LFD reports that they have 
undertaken chlorination during the rainy season. 


V Table 5 Showing Imformation on Sources of 
Pollution in the Villages 


SS 


i 
No. of respondents 


SI. No. Information on Pollution 


— as 


l Respondents have information 18 
2 Respondents have no information 7 
3 Respondents not fully aware l 
4 No pollution sources l 
5 No response from respondents 6 

Total 33 


V Table 6 PHCs Having Information on Water Supply sources of the villages 


a a 
Sl. No. Information on water supply sources No. of Respondents 


—————[—$$<$_—_——— ere OOO 


l Respondents have information 16 

2 Respondents have no information 7 

3 Not fully aware 

4 No response w 
Total 33 


Communicable & Chronic Diseases: 


Regarding information on communicable and chronic diseases in- Coondapur, Malaria 
seems to be on the increase. Incidence of leprosy is high. Filaria is not surveyed. 
Dental ailments are very common. T.B. and respiratory illnesses are quite prevalent. A 
few cases of mental illness also reported. Chronic malnutrition is also reported in Coonda- 
pur. Bantwal reports prevalence of T.B. Leprosy, Malaria and Dental ailments. 


The Government Dispensary of Belthangady taluk reports that the incidence of communicable 
diseases is greater than that in the coastal belt. The government dispensary alone reports 
cases of Malaria (90-100,) Rabies (4-5,) Leprosy (4) and Minor mental illness (1-2.) 


Karkal reports that people suffering from T.B. do not take the treatment course fully 
for lack of Money. Also that leprosy cases tend to be secretive because of social stigma. 
The taluk is being systematically surveyed, a few cases of filaria, rabies and mental 


ailments are found. Debilitating diseases like anaemia are quite high. Malaria too is 
quite common. . 


Malaria has returned to Mangalore. Filaria is rampant. Dental ailments increasing. 
Several leprosy cases not under treatment. A few cases of rabies. 


In Puttur taluk, leprosy is being surveyed. Malaria is on the increase. Skin diseases and 


T.B. are quite high. Dental ailme [eS | 
; nts too are found. Rabies is se 
mental illness are found. eect OES OE 


In Sullia, Malaria is highl i : 
; y prevalent. Occasional rabid dog-bites. Peo le seem 
about communicable diseases and chronic illness. f host 


In Udupi Pe 

ing oe gil is on the Increase. One doctor writes that it is increasing in frighten- 

bach a. ee ailments are common. Occasional rabies and mental illness, 
Y> 1a and T.B. are found. The overall picture is found in Table No. 7. 
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V Table 7. Information on Communicable disease, Chronic illness Dental ailments, Mental 
illness, Leprosy, Filaria, Malaria, Rabies etc. 


——— 


SI. No. Name of the Disease No. of Respondents 
] Dental ailments 16 
2 Malaria 14 
3 Rabies 14 
Leprosy 13 
5 TB: 9 
6 Mental illness 4 
7 Chronic illness 4 
8 Filaria 4 
9 Typhoid 2 
10 Pulmonary Tuberculosis 1 
11 Skin diseases 
2 No response 5 
8 eS 


28 respondents gave the answers. Some have checked more than one disease. 


Attitude to Family Planning: 


The attiude to Family Planning is, on the whole, not encouraging. People seem to 
have accepted the small family norm but have reservations about the methods. 
Among the poorer class, there is great resistance to methods because men are 
afraid of losing their virility and wage earning capacity. Ofthe 33 doctors, 11 have definitely 
said that response is poor and attitude discouraging. Four have said that the people 
are beginning to change and there is less resistance. 3 have reported that the response 
is good. Two have blamed anti-propaganda for poor response, 2 have said that repeated 
tackling helps people to accept. Several have reported that from the educated class the 
response is better. The Bunt community of Coondapur is said to have accepted the pro- 
grammes satisfactorily. Taluk-wise analysis has not shown much difference in the 


attitudes. 


Immunisation: 


Regarding immunization programmes conducted in the institutions, three have said 
that they do not have any. Table 8 shows the position. How the immunisation is done 1s 
shown in Table 9. How exactly multiple-dose ‘mmunisation is charted is not clear from 
the answers received. Regarding motivating people to accept immunisation, the most 


popular method is health education. 
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V Table 8. Immunisation Programme Conducted in the Institution 


Sl. No. Type of Programme No. of Respondents 


| Small Pox 16 
Zz DPT., DT., & T.7; 24 
3 Triple Antigen 14 
4 Cholera Innoculation 2 
5 Typhoid Injection 2 
6 BCG. o 
7 Tetanus 1 
8 Nil 3 


V Table 9. How the Immunisation Programme is Carried Out 


SI! No How Given No of Respondents 


By field staff, given to needy people and by HUTD 8 
Only on working days 7 
Depending upon the necessity 4 
For every child that comes to the dispensary 3 
By arranging camps and given on demand 6 
Given to motivated cases 2 
Nil 3 


Se 


V_ Table 10. Motivating the people to accept immunisation 


Sel UG. a as Ht Sows 


SI! No Motivation Media No of Respondents 
l By health education 1] 
2 By giving advice 3 
3 By speaking of the Importance of preventive medicine 
(DPT & DT) 3 
4 By on the spot advice in the filed 2 
5 Through the field staff 3 
6 By explaining the seriousness of the disease 2 
(1 Health talk 4 
8 No answer 5 


All the answers summarized arrive at the Statement that Preventive Health Care Education 
is the best means of Motivating people. 
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Action on Contagious and Communicable Disease Cases: 


Regarding cases of communicable or couragious diseases coming to the health unit 
22 have replied that they either treat them or direct them to the government hospital. Also 
they intimate higher authorities about the cases. 


V_ Table 11. Cases of Pulmonary Tuberculosis and Leprosy Treated by the Units 


—— 


Cases TB. Leprosy 

1 to 5 cases 5 6 
6 to 10 8 , 
11-20 6 i 
21-30 > 3 
31-40 1 1 
41-60 9 ) 
100 cases 1 nae 
150 cases 1 as 
Nil 7 19 

33 33 


26 respondents carry T.B. cases, whereas only 14 respondents carry leprosy cases. 
Regarding link with the nearest T.B. or Leprosy centre 20 have said that they have 
this link. 9 have reported that they have no link and 4 have not answered this question. 


Commonest Ailments: 


Malnutrition—both the respondents from Sullia have reported this problem. In 
Coondapur 5 out of 6 respondents have mentioned it. In Bantwal, Belihangady and 
Puttur 1 out of 2 respondents have reported this problem. In Karkala and Udupi 25% 


have reported. 


Anaemia too is reported high by both the respondents in Puttur and Mangalore, and 
5 out of 6 respondents in Coodnapur. The position in other taluks is the same as in 
malnutrition. Half the number of respondents from Udupi have reported worms, 
Sullia and Mangalore have not reported any. The position in the other taluks is the same 
as earlier. Amoebic Dysentery is reported high in Karkala and Coondapur. Diarrhoea 


too is fairly high in Coondapur, Karkala and Udupi. 


Taken as a whole the report of the health units does not vary greatly from the opinion 


given by the doctors schedule on common ailments. 
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V Table 12. Showing the Reasons given by the Respondents for the Prevelence 
of Ailments 


No. of Respondents 


Reasons 
Poverty, bad living conditions, and deficiency of vitamins 1] 
Poverty, lack of health consciousness and medical care 15 
Faulty nutrition, lack of hygiene, scarcity of potable water and ignorance 
of health care 5 
Indiscriminate defecation 4 
No response 4 


One respondent from Karkal has reported Malaria, one from Coondapur reported 
Whooping Cough, one reports Psychosomatic illness from Bantwal 


V_ Table 13. gives the Taluk wise distribution of the answers 


Taluk Bant. Belth. Coond. Kar. Mang. Putt. Sull. Udu. Total 

No. of Respondents 2 2 6 5 2 2 poe 33 
Malnutrition 1 1 5 ] — 1 2 3 14 
Anaemic l — 5 2 2 2 l 2 15 
Worms | 1 2 l — 1 — 6 12 
Amoebic Dysentry — l 4 2 — — — Z 9 
Scabies & Skin diseases 2 2 3 2 = 2 — 10 21 
T.B. = I 1 l =< = — 1 4 
Bronchitis, Asthma & 

Respiratory infection — l l l ~ l l 4 9 
Fevers | —- i l | 1 — 1 6 
Dental 1 LGu 2 ee Be ute ae 1 4 
Diarrhoea be = 5 2 2 see a 4 8 


i 8 suggestions to reduce morbidity, 6 have not answered, 17 have said that 
na | education Should be given to the people, 6 think that improving economic 
conditions will solve the problem, 4 want the introduction of flush latrines. 


Lest a supply of nutritious and vitamin enriched food and effective 
mplementation are some of the other Suggestions. One doctor says that for the 


the effective implementat; 
| ation of health programmes voluntar 
involved in health education, a eo oe 
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Attitude to Drugs Presc-+ibed: 


Regarding the attitud x 
sah a itude of the public towards the drugs prescribed the position is as 


Attitude No. of Respondents 
1. Satisfied with any effective drugs 11 
2. Expect injection and costly drugs 8 
3. Expect immediate recovery drugs 5 
4 Half the number of patients expect costly drugs 4 
5 Expect free supply of drugs 1 
6. No information given 4 


Availability of Drugs 


To the question whether they have experienced handicaps because of shortage of 
drugs, 27 said ‘yes’ and 6 have said ‘No’. Among those who said yes, one says that 
there was supply for 6 months only, another says that the yearly supply was worth 
Rs. 2,500 only. Two speak of very poor supply and one said that shortage was 
experienced occasionally. 


Personal & Community Health: 


Regarding views on matters pertaining to personal health and community health, 19 
respondents speak of the need for the use of mass media as well as discussion and talks 
by religious heads and qualified persons. 3 people speak of the need for home contacts 
and public contacts. Two want the programme as a normaily conducted activity of the unit. 
6 respondents did not answer this question. Two say that it is essential but have no 


further suggestions to offer. 


Sponsorship of Programmes: 


On the question of as to who should under-take health education programmes, 24 res- 
pondents are of the opinion that specially trained personnel should do this, 6 suggested 
that family doctors should do it, 2 wanted the Community doctors and 3 the school 
teacher and 3 respondents have not answered the question. A few of the answers are 


overlapping. 


alth education should be undertaken, 20 are of the opinion 
of the health institution, 6 want it as a motivation 
f the opinion that particular occasions should be 


To the question, when he 
that it should be a normal activity 
to fulfil some programme, 3 are oO 
used for this, and 4 have not answered. 
Regarding method necessary to prove the results of programmes undertaken, the table 
is as follows: 
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V Table 14. Methods needed to Prove the Results 


Sl. No. Methods No. of Respondents 


= rr 


Group meetings 

Constant assessment 

Regular activity 

Follow up | 
Personal contacts & group meetings 
Daily visit by (ANM. HV., H.W.) 
Demonstration 

No answer 


CNDA BWP = 


V_ Table 15. Assessment of Results 


eee 


Sl. No. Results No. of Respondents 
] Random sample survey 3 
Evaluation of progress 4 
3 By noting the decline in communicable diseases in every 
month 1 
4 By proper supervision of doctors and other staff ] 
5 By statistical data 3 
6 By keeping an observation chart & conducting health 
check up | 2 
7 Collecting data regarding incidence of infectious diseases 2 
8 Not mentioned 15 


Se oe aura earners gee cee ie 
To the question on the method which health units adopted for collecting information 
about prevailing morbidity in the community. Table No. 16 gives the answer. 


V_ Table 16. Methods adopted by the health unit for collecting information about 
the morbidity in the Community 


: ES 8 ns. «hl emails 
Sl. No. Methods No. of Respondents 

] Get information from patients & health centre staff 12 

z Door to door visit 5 

3 Sample Survey I 

4 Through Questionnaire 1 

5 Hospital records l 

6 Random Survey ] 

7 Statistics l 

8 Not answered 11 


Regarding the utilisation of the unit for training medical students, 6 have answered 
_ “yes’ and the remaining ‘no’. They have no comments to offer on the training of the medical 
students in this work. 


eo the question whether Audio-visual programmes have been undertaken to educate 
the people, 16 answered ‘yes’, 15 ‘no’, and 2 have done it with trained personnel. 
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VI 


PANCHAYATS RELATE THEIR HEALTH NEEDS 


For the canvassing of this schedule, the following method was used: 


The District Development Assistant (DDA) had sent a circular to all the Block Develop- 
ment Officers. This was followed by one of the investigators meeting the BDOs at the 
office of the DDA. The BDOs gave the investigator the dates on which the Panchayat 
secretary would meet them at the taluk headquarters, and advised that if the investigators 
could address the Panchayat secretaries directly and then distribute the schedule, the work 
would become easier. Our investigators followed these directions, because of which 287 
out of a total of 443 Panchayats have returned the schedules. It accounts for 65% of 
the total. 


The main reasons for not getting cent percent response were: 


1) Some secretaries procrastinated promising to return the schedule later. While a few 
kept their word, several did not return the schedule. 2) We had only four investigators 
and some BDO meetings overlapped. The investigators had to give up one of the meet- 
ings and to put off going to the second one till the following month. Heavy rains or 
other contingencies having caused Postponement of the meetings in 3 taluks, more than 
once, the investigators had to make several wasted journeys. 


The returns are, on the whole quite representative and account for more than one million 
of the entire rural population, which is roughly 50% of the total population of the district. 


VI Table 1. Showing Talukwise Distribution of Panchayats and Municipalities 


—— 


Taluk Panchayats Town Panchayats Municipalities 
Bantwal Si l 
Belthangady 39 ties i 
Coondapur 76 Pe 2 
Karkala 52 — : 
Mangalore 65 . 4 
Puttur 58 =< I 
Sullia 34 os 1 
Udupi 68 2 2 
Total 443 8 


) 


VI Table 2. Showing Panchayat Schedule Returns 


Total No. of Schedule Approximate Population Approximate Batchayat 


Taluk Panchayats returns accounted for Population of Taluk 
Bantwal 51 35 1,33,000 2,000,00 
Belthangady 39 31 1,09,000 1,37,000 
Coondapur 76 43 1,83,000 3,25,000 
Karkala a2 44 1,69,000 2,00,000 
Mangalore 65 33 1,75,000 3,45,000 
Puttur 58 49 1,30,000 1,54,000 
Sullia 34 20 45,000 77,000 
Udupi 68 32 1,66,000 3,54,000 

Total 443 287 11,10,000 17,92,000 


—<—_—_—— 
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VI Table 3. Showing the No. of Doctors in the Taluks with their Qualifications 


DS en ee ee 


J EE eee 
No. of Panch. Panch. Qualification of doctors in Panch ~ 


——— 


Taluk Panch. with No With 


Respon- doct. doct. Ayur- Diploma MBBS MBBS+ Not 


dents ved Or Li- mention- 
centiate ed 
Bantwal 35 9 26 20 14 12 1 5 
Belthangady 31 15 16 6 21 6 — 3 
Coondapur 43 19 24 6 23 12 — z 
Karkala 44 21 23 6 21 13 1 2 
Mangalore 33 10 23 ii 17 28 mee 14 
Puttur 49 30 19 11 8 14 — 2 
Sullia 20° «14 6 3 3 2 . Ma 
Udupi 320 ee a oe Aiea 
ie a 7 ee 6 St 29 


In table No. 3, one glaring fact ‘s that 123 of the 287 Panchayats that answered have reported 
that there are no doctors in that panchayat. This makes 43% of the panchayats that 
responded. In Sullia, 70% of the Panchayats do not have doctors. In Puttur the percentage 
is 61%. In Belthangady, Karkala and Coondapur, the percentage is almost 50. 
Bantwal, Mangalore and Udupi have a higher. proportion of doctors. Some. ofthe 
respondents in Puttur and Sullia mentioned that persons from these villages have qualified as 
doctors and-at-present have settled elsewhere and even abroad in search of better prospects. 
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i luk. In Belthangady, Karkala and 
more in number only in Bantwal ta Be ‘Kar 
aa Lentil and Diploma holders are in a majority. Only in Mangalore 
: tak, foAden of MBBS Qualifications are in a majority. In Bantwal and Karkala taloks, 

deta with postgraduate qualification in Allopathy are found in two villages. 


On the whole in the district, the diploma and licentiate practioners are in oe 
Doctors with MBBS qualifications follow next and the number of ayurvedic octors . 
the smallest. Several respondents especially from Mangalore taluk did not ee tl e 
specialisation of doctors practicing in their village. It should be borne in mind that the city 
and town limits like that of Mangalore, Udupi and Puttur, Moodabidri are not covered 


and that only villages are covered by the respondents. 


Health Agencies: 


Information was sought from the respondents regarding the health agencies functioning in 
their villages. In the taluks of Mangalore and Karkala, nearly 40 to 43% of the villages 
have health agencies. In Bantwal and Udupi it is 34%, in Coondapur 30% and in 
Belthangady, Sullia and Puttur it is less than 25 %, with Puttur Showing the least at 16%. Asin 
the case of doctors, health agencies are the least in number in the taluks of Puttur and Sullia. 


Apart from this information, the respondents did not give details regarding the kind of 
medicine prescribed, or the type of service rendered by these health agencies. However, 
the agencies can be classified as Government and private agencies and taken as a whole 
on the district level, they are almost equal in number. All the respondents from Bantwal 
and Sullia taluk failed to mention any government agency though beyond doubt 
such government dispensaries are I’kely to exist in the panchayats covered under study. 
In the rest of the taluks the government health centres exceeded the private agencies, 
except in Coondapur where the representation is equal. Table 4 shows this: 


VI Table 4. Table showing the No. of Health Agencies functioning in the Panchayats 


; No. of Nowot.. Nature of Agency 

Taluks : Panchayats having Panch. not having Government Private 

. Health Agencies Health Agencies | 
Bantwal 2 pa — 17 
Belthangady 7 24 7 5 
Coondapur ie 30 10 10 
Karkala 19 25 16 3 
Mangalore 13 20 10 4 
Puttur 8 4] 7 6 
Sullia 4 16 ads 8 
Udupi 11 21 11 12 
87 200 61 67 


~ the Direction of the Department 0 


Training for Physical Fitness: 


Regarding training in physical exercises given to children in the village school, there is a 
positive reply from the respondents to the extent of nearly 2/3, well distributed in all the 
taluks. A majority of schools have physical exercise training for the children except in 
Karkala where a majority of schools do not have physical exercises in the school. 


A vast majority of the villages do not have any centre for promotion of physical fitness 
like a Yogasana Centre or Gymnasium. In Belthangady and Puttur it is entirely absent. 
The highest is in Udupi, (25%), and in other taluks it is even less. 


Regarding facilities existing in the village for children’s games and sports, only 21% of the 
respondents have said that they have no facility at all in the their village for this. A majority 
of them are from Mangalore, Coondapur and Belthangady taluks. Among those who replied 
that such facilities exist, they consist mostly in the provision of an adequate ground only. 
Respondents from Bantwal have mentioned the availability of coaching, supervision and 
equipment for improvement of physical fitness. In all other taluks such facilities are 
negligible. This is shown in table 5. 


VI Table 5. Table showing the Provisions for Physical Exercise for the Children 


——————— ees nn 


ee 

Panch. in which Panchayats Having No. of Panchayats _ 

Taluk . schools have Physical Yogasana Centres having Gymnasium | 
Exercise for children } 


Bantwal 21 3 5 
Belthangady nat, 22 — — 
Coondapur 30 ae he 
Karkala 20 1 2 
Mangalore 29 3 4 
Puttur 38 — 

Sullia 14 Z 2 
Udupi 26 8 


Re ee ee 


M.C.H. Programme: 


In the taluks of Bantwal just 8% and in Belthangady 14% of the villages have MCH 
programme. In Karkal and Coondapur it is 23%. In Puttur it is about 30%. 
In Mangalore about 27%. and in Sullia only 20%. Udupi shows the highest number of 
villages following MCH programme—88 % This figure is remarkable and the reason 
for this is not suitably indicated by the respondents. To our thinking the reason 
seems to be the Government Project which has launched women and child welfare programmes 
in 100. villages of Udupi taluk on an experimental basis, with headquarters at Udupi under 
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f Women and Child Welfare, Bangalore. \ S ” 


VI Table 6. Table showing the No. of Panchayats which Adopted MCH programme 


anchayats adopted 
Taluk ee, Schad 
Bantwal 3 
Belthangady 5 
Coondapur 9 
Karkal — 10 
Mangalore 9 
Puttur 15 
Sullia . 
Udupi 28 


Nutrition Education Programme: 


Except in the taluk of Udupi, in all other taluks there is only a negligible number of 
villages which have had any educational programme in the field of nutrition: In 
Udupi 63% of the villages are covered by the nutrition education programme. However, 
the respondents have not given any details as to who conducts it, how it is conducted and 
what has been its impact on arousing the nutrition consciousness of the village folk. Table 
7 shows the distribution of the answers. 


VI Table 7. Table showing the Nutrition Programme Conducted in the Village 


SS 


Taluk No. of Panchayats having Nutrition 
Education Programme 


Bantwal 2 
Belthangady 3 
Coondapur 4 
Karkala 10 
Mangalore 3 
Puttur 8 
Sullia 1 
Udupi 20 


Sewage Disposal, Bathing Rooms and Latrine Facilities in the Villages. 


In the village one cannot expect to have a drainage system comparable to that of cities. 
The location of houses and distribution of population may perhaps make this not an 
absolute necessity. Of the 287 village Panchayats covered by the 8 taluks, 124 village 


Panchayats have said that they have a sewage disposal system and seem to be satisfied 
with the programme. 
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VI Table 8. Table Showing the Opinion on Sewage Disposal, Bathing Rooms, 
and Latrines 


s Latrines 1 Bathing Rooms | Sewage Disposal _ 
aluk Satis- Not Not Satis- Not Not Satis- Not Not 
factory satis- Men- | factory satis- Men- | factory satis- Men- 
o> Linden moods factory (iienbdaens: ion factory. tioned”, 2g8 factory tioned 
Bantwal 16 19 — 18 17 — ae 15 — 
Belthangady 6 25 — 6 21 4 8 19 4 
Coondapur 14 28 1 15 27 | 14 28 i 
Karkala 13 28 3 12 Pa — 12 30 3 
Mangalore 14 19 a 14 19 — 12 21 — 
Puttur 32 14 3 33 11 5 32 12 5 
Sullia 7 10 3 7 10 3 q 10 5 


Udupi 23 ee 21 11 te ae) = 


The taluk-wise distribution of the villages reveals that of the 8 taluks included in the 
study, Puttur has a prominent place in providing sewage disposal facilities in the 
villages. Of the 49 village panchayats that have responded to our questionnaire 32 villages 
have sewage disposal facilities. 


The table further reveals that some taluks (Udupi, Bantwal, and Mangalore) have sewage 
disposal systems in about 50% of their villages. On the other hand, the villages in the taluks 
of Belthangady, Coondapur and Sullia do not seem to have effective sewage disposal 
facilities. ‘The differences between the taluks in the administration of sewage disposal 
programmes could be attributed to the fact, that geographically, these suffer from certain 


backward characteristics. 


Bathing Facilities: 

In the villages one can find various types of bathing facilities, according to the Economic 
and Social Status of the villages. Economically, and socially, low village families may 
not have bath rooms in or around their houses. They usually bathe in the open. 
In some instances such places may be covered by thatched screens. 


To the question on the over all general condition of the bathing facilities available in 
their respective villages, the responses obtained can be classified into two categories 
viz., 1) Satisfactory (satisfied with existing situations) 2) Not satisfactory (Not totally 
satisfied with the existing facilities in the villages) While analysing this data, one 
important factor that we will have to consider is that the responses obtained from 
different panchayat authorities are likely to vary according to the personal perspective 


of the situation by the respondents. 
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Of the 287 village panchayat authorities, 126 of them were satisfied with the bathroom 
conditions in their villages. Here again Puttur taluk deserves special mention. Sixty seven 
percent of the village panchayats of Puttur taluk have expressed their satisfaction over 
bathroom facilities in their villages. 66% of Udupi village Panchayat, 51% of Bantwal 
Panchayats and 42% of the Mangalore Panchayat authorities too have expressed their 
satisfaction over the bath-room facilities of their respective villages, whereas 81% of 
the Belthangady village panchayats were not satisfied with the bathroom facilities in the 


villages. 


Regarding latrines, a majority of the villages have said that they do not have such facilities 
in their villages. Such facilities are found in 72% of the villages of Udupi and in 65% 
villages of Puttur. Belthangady has the lowest percentage. 


In the taluk of Belthangady, nearly 60% of the villages have open-air spots uséd as 
lavatories in their village, whereas in the other taluks, such spots are not so common. 
The commonly used places for easing themselves are hilly areas, places near the. resi- 
dence etc. However, a majority of the respondents failed to describe the effect 
of the location of these places. Among those who described it opinions are varied ; 
some have felt that this has a bad effect on health, while an equal number has felt that 
it has no such bad effect. These facts are shown in table 10. One panchayat secretary 
has mentioned that the people use the place behind the panchayat office as an open 
latrine. 


VI Table 9. Table showing Talukwise Distribution of Open Air Spots 
Used as Latrines. 


Taluk ‘No. of Villages With Open 

Latrines 

Bantwal 8 . 

Belthangady a2. 

Coondapur (18 

Karkala 8 

Mangalore 11 

Puttur me g ; 

Sullia . % 

Udupi 8 


VI Table 10. Talukwise Distribution of the Area used as Open Latrines 


Taluk Hilly Far away from Near Panchayat Not 
Area the house office and other Mentioned 
places 
Bantwal 2 — ———— 2 5 
Belthangady 4 — 5 14 
Coondapur 3 1 — 3 
Karkala 4 l — 3 
Mangalore —- — | 10 
Puttur 3 — — 5 
Sullia l — 1 4 
Udupi 1 — I 6 


OO 


Hygiene Consciousness and Cleanliness of Person: 


Only in Bantwal. taluk a slight majority of ‘the respondents have felt that villages are 
not conscious of cleanliness of their clothes. The other opinicns are seen in table No. ine 


VI. Table 11, Consciousness of the People in terms of Hygiene, Cleanliness of body, Clothes 
and Living Quarters 


Taluk Hygiene Con-| Cleanliness Cleanliness 
sciousness | of Clothes | of Body 


ee, EEE Oe 


Yes No | Yee NG | Yes ~* No Yes No 


Cleanliness of 
Living Quarters 


————— 


Bantwal 32 3 13 22 28 7 15 20 
Belthangady 21 10 19 12 21 10 19 12 

~ Coondapur <2  * cy ME 6 iets Ih 32 11 
Karkala 33 11 30 8 32 12 34 10 
Mangalore 33 — 33 — 33 = 33 — 
Puttur 28 43 6 43 6 43 6 | 43 =.) 
Sullia 15 3 13 | 14 6 13 zi 
3 28 a 29 3 29 3 


Udupi 29 


Prevention of Infection of Foods: 


Nearly 2/3 of the respondents have mentioned that the villagers are conscious about 
infection of foods and they take care to boil. food stuffs, wash vessels and 
cover food etc. Regarding the question as_ to what extent they practice what they 
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are aware of, many fail to respond, while a good number from the taluks of orice 
Bantwal, Puttur, Sullia, and Udupi have said that they do so. In the talu oO 
Coondapur, Belthangady and Karkala it is stated by a majority of respondents that even 
though they are conscious of infection they do not take care against it. 


VI Table 12. Showing Awareness of People About Contracting Infections and Whether They 
Take Care to Prevent them 


Taluk Ot~*«S Ae eer Not Care Care not Not 
mentioned taken taken mentioned 
Bantwal 32 3 — a2 3 — 
Belthangady 18 13 — 8 14 9 
Coondapur 24 19 woe 12 15 16 
Karkala 26 18 a is 18 19 
Mangalore 30 3 — 12 4 4 
Sullia 12 4 4 12 4 4 
Udupi - Bee) oe 6 = 16 6 10 


Existence of Pollution Spots: 


About 2/3 of the respondents stated that there were no pollution spots in their 
villages. From the taluks of Karkala, Sullia and Coondapur, the response stating the 
absence of pollution spots varies from 75% to 100 7: in the other taluks, except Udupi, 
the existence of pollution spots is reported higher.’ But, however, even here, 
a majority indicate an absence of such spots. Only in the taluk of Udupi a majority 
of the respondents did feel that in their villages there are spots which are sources of 
pollution. 


The main sources of pollution mentioned are, water logged areas, decaying materials and 
dead animals, open lavatories and badly kept cowsheds and cowdung pits. 


VI Table 13. Presence of Pollution Spots 


i} ¢ ined cd; <moc Se eee 
Taluk 


Pollution Spots 


Present Absent Not Mentioned 
Bantwal 13 oe =a 
Belthangady ba 14 5 
Coondapur sos 43 ees 
Karkala 14 30 pie 
Mangalore 13 17 3 
Puttur 20 29 = 
Sullia 1 19 — 
Udupi 16 10 6 


VI Table 14. Table Describing the Sources of Pollution Spots in the Village 


—— 


Taluk Water Dead Open Cowshed Any Not 
logging bodies etc. lavatory fitdung other mentioned 
Bantwal 3 9 1 | —_ 7 
Belthangady 4 3 1 4 — 7 
Coondapur — — — — — a 
Karkala 5 iv ff 5 | — 
Mangalore 2 — 4 — 6 1 
Puttur 7 5 5 4 4 — 
Sullia — — — = a oe: 
Udupi 3 1 6 1 — 5 


Se ee 


Water Facilities in the Villages for Drinking and Agriculture: 


On the whole the water facilities and availability in the district of potable water do not 
seem to be very bad, when compared with the facilities for agriculture. The highest 
availability is in Coondapur, where 95° have replied in the affirmative. The mini- 
mum is in Puttur taluk where the availability is reported by 61% only. However, the 
respondents did not give a clear picture as to how the wells are distributed though a 
majority have given ‘satisfactory’ as the answer. In the taluk of Puttur a majority of the 
respondents are dissatisfied. Again Coondapur shows the highest number of ‘satisfied’ 
respondents. 


Regarding water facility for agriculture, in the taluks of Belthangady, Karkala, Udupi, 
Coondapur, Mangalore, and Sullia, a majority of the respondents have felt that the water 
facilities are satisfactory. Again Coondapur figures high in the availability of water sources. 
It must be noted that all the taluks which have reported sufficient water supply for drinking 
purposes do not also have sufficient resources of water for the purpose of agriculture as 
is shown in the case of Bantwal, Udipi and Mangalore. Once again Puttur has the least. 


VI Table 15. showing the No. of Wells in the Village to Supply Drinking Water 


——<————— 


eee ant 
Taluk Existence of Non-Existence Not 


Wells of Wells mentioned 


re 


Bantwal 26 9 — 
Belthangady 21 10 ee 
Coondapur 4l 2 ae 
Karkala aa 11 cd 
Mangalore 28 5 “a 
Puttur 30 19 = 
Sullia 13 5 2 
Udupi Ze 10 #< 
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VI Table 16. Table Showing Water Facilities for Agriculture — 


Good Satisfactory Not Not 
Taluk Satisfactory mentioned 
Bantwal ] 4 18 12 
Belthangady ] 13 9 8 
Coondapur - 43 — nde 
Karkala 3 9 3 29 
Mangalore 3 14 8 8 
Puttur 4 5 32 8 
Sullia 3 6 1 10 
Udupi — 16 12 4 


Availability of Milk in the Villages: 


A vast majority of the respondents from all the taluks have said that the people are 
conscious that milk forms an essential part of the diet. But this does not mean, in any 
way, that their consumption is sufficient. Some of the respondents have specifically 
mentioned that even though they are aware of the food value of milk, people cannot 
afford it in larger quantities due to their poverty. Some of the villagers have milch 
cows, but they sell the milk in order to get some income to. meet other basic needs. 
Most of the respondents have also said that the condition of the milch cows is satis- 
factory in their villages. Only in the taluks of Belthangady and Sullia, the condition is 
reported unsatisfactory. 


In Udupi and Karkala taluks, a majority (66% and 78% respectively) supply milk to 
other places out side the village. In other taluks, the villages supplying milk outside 
ranges from 10% in Belthangady, and 15° in Sullia, to 36% in Puttur and Mangalore. 
One of the main reasons for the low percentage of milk going out of the villages 


of Belthangady and Sullia could be the lack of quick transport facilities for the milk 
because of inadequate roads. 


VI Table 17. Consciousness of the People about the Importance of Milk as the Essential 


Food for Children 
eee ee lL Le 
kK —=E 


. Conscious Not Consciousness Not Mentioned 


mes. ene 
Bantwal 32 3 ae 
Belthangady 7 24 2 as 
Coondapur 43 oe aie 
Karkala 38 6 is 
Mangalore 3] 4 ae 
Puttur 39 10 aid 


oo - 
ae 
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VI Table 18. Condition of Milch Cows in the Village and Whether Milk is sent outside the 


village 

Condition Condition 
Taluk Satisfactory Not Not Milk Noe Not 

satisfactocy atnentioned sent out sent out Mentioned 
Bantwal 21 9 5 11 20 4 
Belthangady 11 16 4 3 28 -—- 
Coondapur 42 1 —- 9 34 — 
Karkala_ | 19 7 18 29 15 — 
Mangalore 18 6 9 12 18 3 
Puttur 21 14 14 13 36 — 
Sullia 11 3 6 3 17 —. 2 
Udupi ae} 5 ce 25 7 oe 


faethe (2 essa 


Incidence of Diseases: 

Almost all the respondents listed one or the other disease in their villages. Only 
22 respondents of the 443 did not mention any. Dental ailment is rated very high in all the 
towns. Mental illness, T.B., Leprosy, Malaria and other skin diseases are evenly distributed. 
Filaria is rated high in Belthangady taluk and not mentioned at all in the Mangalore taluk. 


VI Table 19. Incidence of Diseases in the Villages 


Diseases 

Taluk ——————$—— Beret 

Mental Dental T.B. Lep Filaria Malaria Skin No Not 

Ailment ailment rosy disease disease mentioned 
Bantwal | 15 — 6 3 9 10 4 10 
Belthangady 7 27 10 8 19 L2 19 2 p 
Coondapur 12 20 16 14 5 13... 16 6. 8 
Karkala 15 20 15 8 6 14 21 — — 
Mangalore 12 19 12 10 — 10 17 3 4 
Puttur | 15 25 20 7 7 25 21 4 a 
Sullia 8 12 9 4 2 7 8 2 — 
Udupi 16 18 15 15 9 te 15 — 1 


Attitude of People to Family Planning and its Methods: 

A few respondents said that people are against Family Planning, and they have a 
feeling that it is bad for health. These respondents are mostly from Bantwal, Karkala, 
Udupi, Puttur, and Mangalore. However, a majority of the respondents from all taluks 
have noted that the attitude is satisfactory. On the whole compared with the satisfied 
answers, the ‘not satisfied’ is less than 50%. The ‘not satisfied’ answers are more in 


Belthangady and Karkala taluks. 
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The same response is recorded with regard to the method of family planning. The ‘not 
satisfied’ answers are again higher in Belthangady and Karkala taluk. But in the 
remaining taluks a majority is ‘statisfied.” A few respondents said that people are against 


sterilisation. 


VI Table 20. Attitude of the People to the Idea of Family Planning 


Taluk Satisfactory Not Satisfied Against Not mentioned 
Bantwal 23 8 —— 4 
Belthangady 17 13 — 1 
Coondapur 25 14 ve 4 
Karkala as 14 13 
Mangalore 18 9 l 5 
Puttur | 28 13 8 
Sullia 11 6 — 3 
Udupi 24 3 2 3 


a Se ca 
VI Table 21. Attitude of People to the Method of Family Planning 


1 tii TT ea <..-  <....... 


Taluk . Satisfied Not Afraid Prefer Against Not 
satisfied Natural F.P. F.P. Mentioned 
Bantwal 20 8 fee — — e 
Belthangady 15 11 ey coe ee 4 
Coondapur 24 15 — 2 ae 4 
Karkala 13 5 3 — — 19 
Mangalore 4 18 l I l 9 
Puttur 8) 8 1 | i — 17 
Sullia 8 6 1 1 e 4 
Udupi 25 3 1 —— — 3 


VI Table 22. Consciousness in the village about Diseases Communicated by animals 


san anninniaaa Poliemimmmmmmmesncmeemmmneeeae 


Taluk Knowledge Exists Knowledge Does Not mentioned 
; not Exist 
Bantwal 32 3 — 
Belthangady 28 3 = 
Coondapur 38 3 2 
Karkala 37 6 l 
Mangalore 29 4 eg 
Puttur 46 = Pe: 
Sullia 14 7 4 


DS 
i) 


Superstitions: A noteably high percentage of the respondents varying from 80% to 
95% from all the taluks strongly felt that in their villages blind belief and Seeperstttioie 
exist and often witch craft and many other unscientific methods are tried as a cure to the 
diseases. The lowest positive response is from Karkala taluk and the highest is in 
Belthangady taluk. 


VI Table 23. No. of the Villages Reporting Witch Craft, Voodoo and Superstitious Practices 
for the Cure of Diseases 


——————___—___ 


Response 

Taluk ——$_—_——_———_——— —. 

Yes No Not Mentioned 
Bantwal ae 3 ie ay 
Belthangady 30 ] — 
Coondapur 34 9 oe 
Karkala 36 8 si 
Mangalore 26 7 = 
Puttur 36 9 : 
Sullia 16 3 I 
Udupi 23 9 ibs 


dba 


Mode of Handling Emergency Cases: 


A question was also asked about the sources of conveyance used most by the villagers 
during the emergencies. Different types of conveyance are used by different villages 
according to the type of conveyance available in their respective places. 


According to the responses given by the panchayat authorities in the different taluks, 
taxies and rickshaws seem to be a very important means of conveyance in Udupi, 
Mangalore and Puttur. They are also the common means of conveyance used by a majority 
of villagers. Only in villages located at interior places, where taxies and rickshaws 
are not available on hire, the villagers resort to other means. Some of the village panchayat 
authorities of the taluks like Belthanady, Karkala, Sullia said that the villagers use bullock 
carts, bicycles and also manually carry the patients. As many as 23 respondents said that 
help from the PHCs was sought in such emergencies. Also, doctors were called 
on to attend to such cases. Here again, it seems that the opinion of the authorities 
varies according to the type of village and availability of medical relief facilities. 


The First Person Contacted by the Villagers in a Health Emergency: 


The top priority goes to the nearest doctor. Also in Karkala taluk 15 have mentioned 
going to other para medical personnel where they are found. The person having 
conveyance rates next and influential person rates third on the list.. In some cases, there 
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are multiple answers... Some have stated that the doctor, influential person and the person 
with the conveyance are some times contacted simultaneously. Table 26 shows the position. 


VI Table 24, The Quickest Mode of Conveyance of Communication in case of Emergencies 


Taluk Car or Bus Lorry Auto Bull Bycy On _ Tele No faci Not 
Bus ock cle foot phone  lities mentioned 
cart : aay 
Bantwal 21 1 — 6 — —- 2 Be 3 l 
Belthangady 1] 2 — 3 4 1 6 — 5 l 
Coondapur 10 14 — 1 — —— 1 — be ty 
Karkala 24 2 — — 1 4 3 ae 10 re 
Mangalore Day 8 — 7 — l pm 2 
Puttur 29 130 — 17 l 1 2 1 —_ 11 
Sullia 1 3 1 —- — oo 3 — 6+, ung 
Udupi PA 6 — 1 — fa 2 1 sige a 
TS 


VI Table 25. Showing the mode of Getting relief in Case of Ener z 


Call on Take patients Help Co-operation Take to the No such _ Not 


Taluk the Doct to the Doct. from from people hospital cases mentioned 
or PHC 

Bantwal l 6. 2 i: — = 25 
Belthangady — 9 i) — = — 15 
Coondapur | 5 3 -- 3 13 18 
Karkala |. 6 Be Z - — pe, 
Mangalore — — 3 — — i 29 
Puttur Z Stitt, — _— — 18 25 
Sullia 3 1 Zz — = yee 14 
Udupi — _ 4 1 = 3 24 


VI Table 26. Table showing the First Person the People of the Village approach i in an 


Emergency . lis 

Taluk Doctor Para Medical Influential One who has‘ Any other’ ° Not 
Personnel person conveyance ~ ” mentioned 
Bantwal 27 = 3 3 a 
Belthangady 25 — l 3 2 
Coondapur 30 — 3 7 10. 2 
Karkala 36 15 6 8 — — 
Mangalore fo — 4 5 5 — 
Puttur 30 — 12 7 one ike 
Sullia 14 ste a l 3 3 
Udupi bi aly 


4 
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COMMUNITY HEALTH CELL 
326, V Main, | Block 
Koramangala 
Location of Important Centres From the Village: _ Bangalore-560034 
1. Police Station: — radia 
In Bantwal, Belthangady and Karkala, a majority of the villges are situated at 6 to 10 
k.m. distance from the Police Station. In Udupi, Coondapur, Puttur, Mangalore taluks 
a majority of the villages are closer to the police station. They are situated within | to 
5 kilometers. In Sullia a majority of the villages are far from the police station. Villages 
which are more than 15 kms away from the police station are few. 


VL Table 27. Showing Talukwise, the Distance of Police Station from the villages 


a 
—————— 


Taluk _ 1-5 kms 6-10 11-15 16-20 21 & above 
Bantwal 3 17 - 8 5 2 
Belthangady 6 12 5 3 5 
Coondapur 19 14 4 3 3 
Karkala 10 13 11 8 4 
Mangalore te 12 9 —_ 
Puttur 21 11 9 — 8 
Sullia oe 4 8 4 1 
Udupi eee te 11 4 BES 1 


Post Office 


In all the taluks in almost all the villages, the post office is comparatively closer. It is 
situated within 5 kms distance. But there are several villages that report 6 to 10 kms 


and more. 


VI Table 28. Distance of Post office from the Villages 


DO ee 

Taluk 1-3 hom 6-10, ~ 11-15 16-20 21 & above No 
. Post office 

Bantwal au . ] 1 — 
Belthangady 26 — — ra 543 
Coondapur 34 3 2 — | 3 
Karkala 31 5 7 I = = 
Mangalore 31 l — I —- ig 
Sullia 17 I ; 7 = - 
fee oe 
tsa 


3. Drug Store: 


In the taluks of Karkala, Ud 
are within a distance of 1 to 5 


upi, Coondapur ead Mangalore, a majority of the villages 
kms from the drug store. In Bantwal, Belthangady, Puttur 
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and Sullia, a majority of villages are at distance of 6 to 15 kms. A few respondents have 
said that the closest drug store is situated at a distance of 21 kms from their village. 


VI Table 29. Distance of Drug Store from the Villages 


Taluk 1-5 kms 6-10 11-15 16-20 21 & above 
Bantwal 9 13 8 3 
Belthangady 8 8 4 2 9 
Coondapur 24 3 3 I u 
Karkala 26 9 6 3 rap 
Mangalore 20 8 | 4 we 
Puttur | 16 20 5 8 an 
Sullia 4. 5 : 3 . 
Udupi 24 3 2 — 3 


4. Telephone: 

In Mangalore and Coondapur taluks, the closest telephone is situated within a dis- 
tance of 5 kms. In Puttur, a majority of the villages have telephone facility at a distance 
varying from 6to 10 kms. In Sullia and Belthangady village, the distance to the telephone 
is as much as 20 kms. : | | 


VI Table 30. Distance of Telephone in the Village 
0Neaaonaj>snayqosnwasS»@=>$?9TSSmSS 


Taluk 1-5 kms 6-10 11-15 ~ 16-20 21 & above 
Bantwal 24 8 1 2 — 
Belthangady 11 9 3 | 7 
Coondapur 31] 4 6 — Z 
Karkala 30 t 5 os — 
Mangalore 24 8 1 — —— 
Puttur i 22 6 4 — 
Sullia 8 5 4 l p. 
Udupi 30 — ] os — 
eee eee 


Mass Health Service Camps: 


Bantwal taluk shows that the villages which conducted mass health service camps is as high 
as 80% of the villages. It is closely followd by Belthangady taluk with about 77% of the 
villages. Puttur and Udupi and Sullia have almost the same proportion, i.e. about 65° to 
67% villages. Mangalore which has figured high in all other health aspects has pee 
58% of its villages which have conducted mass health programmes, while Karkala as a 


taluk has lagged behind and can account for only 48% of its villages which have had 
such programmes. 
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The type of programmes are mostly Family Planning implementation, which is 
followed by BCG vaccination programmes. The other programmes are Eye Camps 
Dental Camps, Leprosy prevention Camps and T.B. Prevention camps. However, aa 
types of camps are rather few. On the whole all the taluks have the same type of pro- 
grammes. This is seen in Table No 31. 


VI Table 31. Mass Health Service Programmes in the Villages 


— eeeeeeeeS 
_————————<$———————————sS = — = 
——_—__— 


Response Types of Camps 
Taluk Yes NO Not | BCG Eye Dental Lep F.P. T.B. Any 
men- Camp rosy Other 
tioned | 
Bantwal 28 ms — 11 5 — 2 16 —- — 
Belthangady 24 7 a 10 — — — 13 3 — 
Coondapur 21 22 -- 7 4 4 5 13 1 — 
Karkala 28 16 — 18 1 — 1 24 1 — 
Mangalore 19 8 6 13 6 1 o 9 -—— oa 
Puttur 33 15 1 14 11 3 1 27 2 2 
Sullia 13 3 4 5 3 2 — 11 1 1 
Udupi 22 10 — 10 5 4 1 13 1 — 


————————————~— Ee 


In all the taluks most of the health camps are organised by government agencies and 
the Family Planning Department. Service organisations and Private agencies have shared 
an equal number of camps. There is not much difference in proportion in the taluks, 
regarding the organisation conducting the camps. 


VI Table 32. Table showing the Agencies which Conducted the Camps 


eS ED 


oe 
See "SO 


Taluk Agencies 

Government Service Private Any Not 

organisation other mentioned 
Bantwal 18 4 6 —- 7 
Belthangady 21 2 l — ys 
Coondapur 19 2 2 — 22 
Karkala 26 | 3 _- 16 
Mangalore 29 2 2 aa 13 
Puttur 17 3 I 2 26 
Sullia 13 l — —_ 
Udupi 19 3 3 — 9 
ae 


Services Restricted to Community Groups: 


There is no instance of health services operated for the purpose of any particular community, 
caste, or religion. The services, whatever they be, are open to all. The response is the 
same from all the taluks. From Belthangady taluk, the respondent from Kokkada has 
reported one instance of service provided specially for a particular community. He has not 


specified the community. 


How Treatment Expenses are Met With: 


Taking loans from others seems to be the most common method of meeting the ex- 
penses of medical treatment when one does not have sufficient finance of one’s own. This 
has been indicated by a majority of the respondents. The other alternative is to get 
free medicine from a Government Health Agency, either the PHC or Government 
dispensaries. A few respondents from all the taluks mentioned instances of patients and 
families who do not undergo any treatment because they have no money to pay for it. 
Such situations are mentioned by the respondents of Belthangady, Coondapur, Udupi, 
Mangalore and Puttur taluks. The facts can be grasped better from table 33. 


VI Table 33. Method of Meeting the Expenses of Treatment 


Go to Takea Leave Go for Take help Go t Not 
Taluk Govt. loan the case cheap from pawn- mentioned 

hospital as it is medicine village broker 
Bantwal 12 26 — 3 a l — 
Belthangady 31 14 7 — 3 4 3 
Coondapur ee 15 6 — 7 — 9 
Karkala 16 1] l — 3 —- 14 
Mangalore 9 11 Zz — 9 2 a 
Puttur rt 25 I — 6 oo 7 
Sullia Z y = = 2 mia 9 
Udupi 8 8 4 l 3 2 5 


Development of Comprehensive Health Care: 


The Panchayat secretaries could not answer this question satisfactorily, confirming our 
overall observation that communities and individuals have not begun to think in terms 
of community concern for the health of an area. The most common answer to this 
question is that a health agency should be set up in the village itself. Another common 
Suggestion was that a periodic health check up be conducted in every village. Some 


~ ‘Mentioned the need for nutrition education, mobile health units and transport 
acilities. 


66 


ere Yah, 
ik Ne Fi, a 


Tae ee eS ee ey wees = Ce ad oo BOR 


— 


a a ee 


Vil 


SCHOOLS REVEAL CONCERN FOR CHILD HEALTH 


The school schedule was convassed in much the same way as the Panchayat schedule. 
The DEO of South Kanara, when approached by the District Health Survey Team, invited 
the team to address the inspectors of primary schools, in the middle of April. The 
inspectors in turn promised support to the survey. The DEO followed this up with 
a circular (Refer Appendix.) The DHS met the inspectors at the DEO’s office once again 
at the end of August to discuss the follow up action. The schedules were handed over to 
at the inspectors between May and June, who in turn distributed them to the heads of 
schools. In several instances the investigators met the teachers at the monthly meeting of the 
Teachers Area Centre (TAC). This could not be done everywhere because of the overlapping 
of the dates and timings. Also because there were several Teachers Area Centres to be 


covered. 


The response as can be seen from Table I is on the whole 32%. The range is wide, showing 
15% returns in Karkala to 82.4% in Belthangady. The inspector of Karkala assured 
the team that 15% response was much better than any other enquiry form returned 
to the department so far from this taluk. The team had to be content with that, as the time 


was limited. 
This report is based on the schedules returned as on 30th September 1977. The response has 


been as follows. 


VIL Table 1. Showing Talukwise Distribution of Schools and Response 


a _ . Deticctaae 

Taluks No. of Existing No. of Schools Percentage 
Schools responded 

Bantwal 170 63 Tiles 
Belthangady 148 122 82.4 
Coondapur 259 72 27.8 
Karkala 213 32 15.0 
Mangalore 255 56 22.0 
Puttur 167 49 29.3 
Sullia 127 36 28.3 
Udupi 303 95 31.4 

Total 1642 525 32 


eee 


—— 
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Distribution of Schools that had Medical Check Up.: 

Of the 525 Primary school which responded from the 8 taluks, only 95 (18%) had 
medical check ups in their schools. The health programme did not reach some parts of 
the district, in general such health programmes touched only a small segment of city 
schools. Mangalore and Udupi are the two taluks which had around one third of the 
primary schools maintaining medical check ups for the students of the schools. This sort 
of health programmes did not seem to have reached the taluks like Sullia, Puttur, Coondapur 
and Karkala where only 6%, 10%, 12%, and 13% respectively of the sample schools 


had medical check ups. 


The difference in the number of health check up programmes between Mangalore, Udupi 
and Sullia, Puttur, Coondapur, Karkala could be attributed to the fact that the former 
taluks have an advantage over the latter in the availability of medical institutions like 
Medical Colleges and Hospitals, both private and government. The easy accessability of 
medical professionals would have encouraged social welfare agencies of the taluks to organise 


health check up and camps. 


Fr. Muller’s Hospital in Mangalore and the Kasturba General Hospital in Udupi seem 
to have conducted a considerable number of medical check ups for the school children 
in their respective jurisdiction. The following table shows the type of agencies that con- 
ducted the medical check ups in their respective taluks. 


VII Table No. 2. Distribution of schools that had Medical Check up in the District 


No of Schools No of Schools 
Taluks which Conducted Percentage where no medical Total 
medical check ups check ups held Schools 

Bantwal 10 167, 33 63 
Belthangady 19 16% 103 122 

_ Coondapur 6 WA 66 72 
Karkala + 13% 28 32 
Mangalore 21 38%, 35 56 
Puttur 5 i ae 44 49 
Sullia 2 6% 34 36 
Udupi 28 29¥ 67 95 
Total 95 18% 430 525 


Who Conducted the Health Checkup 


The earlier table shows that medical check ups were held only at 18°% of the schools 
returning the schedule. These check ups were arranged mostly by Government welfare 
Agencies, This accounts fora 57% response. Fr. Muller’s hospital and Kasturba Medical 
College Udupi come next into the picture with 13 schools in the Mangalore City Range 
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and 9 schools in Udupi respectively. The total returns from the Mangalore City Range 
are 17. One of these has not mentioned any check up. 2 have not mentioned the agency, 
one was undertaken by government agency and one by Lions. All 17 schools are thus 
accounted for. We do know that the Skin Department of Fr. Muller’s has covered 
all the primary schools in the City Range and also keeps a follow up. This is the check up 
that most of these schools have mentioned. The contribution of Lion and Rotarian 
groups is 11.5% to the Health check up of children in the schools of the district. 


VII Table 3. Showing the Distribution of Agencies that Organised Health Check up 


ag Se ee eee 
EE —————————— 


Taluk Lions & Government Any other Not 
Rotarians Agencies mentioned 
aa 0° EE me 
Bantwal 1 7 1 | 
Belthangady 1 18 — 1 
Coondapur — 5 — 1 
Karkala a 4 — — 
Mangalore 5 1 13 2 
Puttur — 4 — er 
Sullia — l I a 
Udupi 4 14 9 1 


——————EE este crema 


The frequency of the medical check up conducted in the schools in the first five years 
is seen in this Taluk of Mangalore. Belthangady and Udupi figure high, both in terms of 
the number of schools as well as the frequency of health check up. The distribution is 


poor in the other taluks. 


VII Table 4. Frequency of Medical Check UP 


2 SS ————————————— 


ee 
—————— 


Taluks No of times in the last 5 years 
fe Taro l ps 3 4 5 Not Total 
mentioned 

pg oN) 00 O_o 
Bantwal 3 | Z — 4 ¥ 10 
Belthangady | 3 2 2 i : " 
Coondapur 2 — I — \1 , 
Karkala — I I 2 ¥ ¥ iH 
Mangalore 4 2 2 2 i ; 
Puttur 2 I — 7 ; =e : 
Sullia I “a a a 
Udupi 8 10 — 4 6 — 28 


The Follow Up of Health Check Up 

On the whole the respondents have not given details as to how often the follow up is 
made. A few repondents mentioned that they followed up by directing children to 
health agencies, by advising parents, by vaccinations and by providing tablets. 


The inadequate answers in these questions is an indicator of the sporadic nature of the 
health check up programmes. 


Health Complaints Among School Children: 
This question has also not received very satisfying answers. The types of complaints men- 
tioned by schools are given in table 5. 


VII Table 5. Type of Complaints from Medical Check ups: 


Type of Complaints 


Taluk a 
Skin Diseases Fever Malaria Any other 

Bantwal 4 — 1 3 
Belthangady 13 : '' eal — — 
Coondapur a — — — 
Karkala — 5 6 — 
Mangalore 7 J Z 8 
Puttur ] Z — 4 
Sullia 1 =. Ze, 4 
Udupi . — 6 sD 27 


It is seen from the table that Belthangady schools report a high incidence of skin disease 


ae On the whole, skin diseases seems to be the biggest complaint, with fever coming 


ica. beaten. peor where indicated, the answers from Bantwal, Mangalore, 
te Riven at at ee whereas in the ounet taluks, the answers are on the whole vague 
ae heat” oo es statement The school has given the needed co-operation to 
takers were diforsaid = pis the highest number of respondents. Next comes the answer 
PHC” gets nent Nii tudents were directed to go to hospitals or take help from 
ie the trcstmene response. Some of them mentioned that the doctors themselves 

ent. We do not know anything more regarding this. A few have given a very 


positive answers sayj ini IS 21 
bead saying that training 1S given to students in schools regarding cleanliness 
re, 1N some cases medicines were also supplied. 
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Regarding special training for teachers, 13 schools (a negligible number) said that they 
have given a health education training to teachers. Of these, only 4 schools from Belthangady 
replied that these courses were aimed at making teachers aware of physical and eae 
handicaps, emotional disturbances and social handicaps. Regarding who imparted this 
particular education, the Belthangady schools are silent. 6 schools reported that health 
centres conducted these courses, 3 reported that a private health institution gave this course. 


Regarding ailments of children needing special attention, the response is again poor. In 
case of seasonal illnesses detected by teachers in the class, 34% of the respondents have 
not taken any action, 12% did not respond. Of the 50% schools which responded the 
main action taken has been to advise parents to take care of their children, in some case 
the child has been sent to a hospital. In the case of communicable diseases, the health 
officer has been intimated and the children have been isolated. 


The teachers seem to be more alert in the case of communicable diseases detected among 
children. The common practice in al] the taluks is separating the children and asking 
them to remain at home until the disease is cured. Some respondents also added that 
they take the help of doctors as well as have take the trouble of educating the parents. 
Bantwal and Coondapur are leading n contacting doctors. In the main the schools only 
grant the necessary leave to the children and leave it to the parents to do the rest. 


Regarding immunziation programmes vaccination against small pox had been undertaken 
by most of the schools. This positive response ranges from a minimum of 58% of the 
schools in Sullia, to the maximum of 88% to be found in Udupi. Bantwal comes next with 
87% Mangalore, Puttur and Belthangady show 84% Coondapur and Karkala 76% and 
78% respectively The immunising agency has been the Government. We fail to under- 
stand why all the schools did not undertake such programmes. The respondents have 
also not mentioned how the programme has been organised, though this information was 


asked for in the schedule. 


To the question, what measures the school has taken when children were injured due 
to accident or develop sudden ilIness, most of the respondents answered that teachers 


e first aid and then intimate the parents about the further treatment of the child. 


try to giv 7 
The responsibility after that rests with the parents. This is the common practice. In 


case of emergencies, in some schools in Mangalore and Udupi and some other 
township areas, the schools also get the direct help of a doctor or admit the child to the 
hospital. Three respondents fiom Mangalore and two from Puttur mentioned that no 


action has been taken in cases mentioned above. 


Regarding sanitary arrangements, water logging spots, and the disposal of litter, a majority 
of the schools in Sullia, Bantwal, Udupi, Coondapur, Belthangady and Puttur have 
mentioned that they do not have urinary and lavatory facilities in the schools. In Karkala 
and Mangalore, the positive response is about 60°% Several schools from the different 
taluks have pointed that their attempts to get grant for the same have been futile. Table 6 


shows the position clearly. 
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VIL Table 6. Showing Distribution of Lavatory and Water Logging Facilities 


Taluks Lavatory Facilities | Water Logging Areas 
Yes No Not | Yes No Not 
mentioned mentioned 
Bantwal 30 30 —— 2 51 — 
Belthangady 13 104 5 | 110 5 
Coondapur 18 52 2 Ry 54 1 
Karkala 20 12 as 10 22 =F 
Mangalore 39 17 — 13 43 
Puttur ae 35 2 4 45 co 
Sullia 3 26 7 3 29 4 
Udupi 40 53 2 6 84 


To the question whether there are water logging areas and pollution spots in the 
vicinity of the schools, a majority of the schools have said that these do not exist. 
The highest incidence of such spots has been reported in Karkala (about 30 %) and the 
lowest in Puttur, about 6°%. The other taluks are within this range. 


VII Table 7. Showing whether Garbage Disposal Facilities Exist 


Taluk Facility of Garbage Disposal nt ee 
Exists No Not Total 
Mentioned 
Bantwal 29 34 — 63 
Belthangady 37 80 5 122 
Coondapur 35 37 os Tz 
Karkala ‘7 15 — 32 
Mangalore 37 19 ee" 56 
Puttur 18 31 Ses 49 
Sullia 13 19 4 36 
Udupi 42 46 7 95 


SS 


To the question on the disposal of garbage and litter, a majority of schools in Mangalore 
and Karkala have admitted to having these facilities, though they are only marginal. 
In other taluks there is neither a uniform nor a satisfactory system of disposal. Throwing 
into a nearby pond or ditch is a common practice in all these places. 


Education for Using Sanitary Facilities: 


To the question whether educating children to the proper use of lavatory and urinals 
iS a co-curricular activity, 57° of the schools mentioned that the children get this 


le 


comes ‘eithe through the material to be found in the syllabus or imitating 
t e teacher's own example. The details of response are shown in table 8.  Sullia is 
again lagging behind, with Coondapur following closely. 


a 


a Taluk Education Given Education not given Total 

2 ieee 2) Ce tiem it 
Bantwal 40 

23 63 

Belthangady 64 58 122 
Coondapur 31 4] 72 
Karkala pH | 5 82 
Mangalore 36 20 56 
Puttur 25 24 49 
Sullia 14 22 36 
Udupi 64 aA 95 


—_—= 


Potable Water: 


To the question whether potable water facilities are available in the schools, 91 % of the 
schools in Karkala have said ‘Yes’. Coondapur 67 %, Sullia ranks last with 56%. , The 
other taluks range from 72% to 81%. In Mangalore and Udupi some schools have 
tap water facility. Otherwise most of them are depending on a well. Some schools have 
their own wells. Some others have to depend on the common village well, and some de- 
pend on private wells. A few also mentioned ponds. This distribution is seen in table 9. 


VII Table 9. Showing Availability of Potable Water and its Sources 


a an 
Taluk Potable Water Supply | Sources of Water Supply 
ey 7. < E ee oe 
Yes % No Total Govt. School Private Tape Pond Not 
Well well well water mentioned 
Bantwal 49 78 14 63 17 29 6 — — 2 
Belthangady 90 74 a2 6 EZ 33 54 9 — 6 + 
Coondapur 48 67 9A dz 7 ea 2 1 2 — 
Karkala 29 91 3 32 8 19 2 — — — 
Mangalore 43 77 13 56 5 20 3 15 1 12 
Puttur 36 73 13 49 5 28 | — 2 — 
Sullia 20 56 16 36 8 11 — — 1 — 
Udupi Vy 81 18 95 16 49 3 10 = eof 


nking water supply in the schools is normally done by the teachers, 
though in some schools it is left to the students. A few managements also take interest. 
Panchayats have been mentioned by a few schools. The Municipalities has been mentioned 
in Belthangady and Mangalore. This distribution is shown in Table 10. 


Supervision of the dri 
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VII Table 10. Supervision of drinking Water Supply in Schools 


Taluks Teacher Students Manage- Panch- Munici- Govt. T.D.B. Not 

ment ayat palities mentioned 
Bantwal 17 I 9 5 — 4 18 
Belthangady 37 3 ie — ts _ 2 6 
Coondapur 15 1 3 7 = = oo 24 
Karkala 26 = ae 1 a ae a 2 
Mangalore 16 3 7 Z 11 a = 8 
Puttur 8 2 3 10 ae er es) if 
Sullia 9 5 l 1 — 2 — 2 
Udupi 23 6 20 4 4 — l 14 
Nutrition: 


Malnurition among the school children is reported by a majority of schools from all 
the taluks and poses a very big health problem. The responses ranges from 45 to 
65% in the taluks. The details can be seen in table 11. 


Vil Table 11. Showing the Talukwise Distribution of Malnutrition among school children 
TEE az£Z-:-,-77:,,,———— 


Taluk : Yes No Not Total 
mentioned 
Bantwal 32 29 2 63 
Belthangady 68 50 4 22 
Coondapur 31 21 20 72 
Karkala 19 8 2 32 
Mangalore 25 19 12 56 
Puttur 20 21 8 49 
Sullia 23 10 3 36 
Udupi 56 26 13 95 


To the question regarding the daily fare of the children’s lunch or snacks, we have received 
only a general answer stating that the food consumed is not wholesome. In Mangalore 
only 11%, of the schools reported that the children’s daily diet is balanced and Sullia 
reports 14%. Udupi reports the highest balanced diet. For details see table 12. 
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vil Table 12. Showing Talukwise Distribution of Schools Reporting Balanced Diet 


Taluk Whether Food Consumed by students is wholesome 
Yes Percentage No Not Total 
mentioned 
Bantwal 23 Rei 32 8 63 
Belthangady 24 20% Li e| 122 
Coondapur 24 3375 25 23 72 
Karkala 10 eS es 20 2 32 
Mangalore 6 iS. 36 14 56 
Puttur 10 20% 13 26 49 
Sullia 5 14% 22 9 36 
Udupi 38 45% 38 19 95 


i —_——_ 


A few schools in Udupi and Mangalore taluks have mentioned that the CARE 
nutrition programme exists in the schools. Regarding the eatables sold in the neigh- 
bourhood of the school, most of the schools replied that no eatables are sold in the 
vicinity of the schools. The highest percentage that reported the sale of eatables is 25. 
Of those who admitted to eatables being sold in the vicinity, the schools from Bantwal, 
Coondapur, Mangalore and Sullia were of the opinion that the food stuffs sold were 
onthe whole, safe for consumption. Schools from Karkala, Belthangady and Udupi strongly 
felt that the food was unfit for the human consumption. 


Regarding mid-day meal programme, the schools having such programmes ranges from 44% 
to 63% talukwise. Table 13 gives details it also shows the sources which help with 


the mid-day meal programme. The highest response shows—CARE programmes. The 


Table 13. Showing Distribution of Schools Having Mid-day Meal Programmes 


Provision of Midday Meal Helped By 
Taluks mie ee SN 
Yes No Not Total CARE Govt. Private School Not 
mentioned Board mentioned 
Be 4. oe eee ee 
Bantwal 28 35 — 63 4 Z 1 — 21 
Belthangady 72 50 _ 122 10 5 19 — 38 
Coondapur 42 30 — 72 2 6 8 — 26 
Karkala 16 16 = a2 2 — — 5 9 
Mangalore 35 21 a 56 6 es + — 25 
Puttur 27 22 — 49 4 24 _ nee aks 
Sullia 18 18 ae 36 5 — — 12 
Udupi 32 61 2 95 5 ad 9 — 18 


supervision of the midday meal programmes is again mainly the work of the teacher. 
Students or managements have also been mentioned. The serving of the meal is also 
mainly the responsibility of the teacher. Table 14 and 15 gives details. 


VII Table 14. The Supervision of Midday Meal Programme 


Taluks Who Supervises the Midday Meal 

Students Management Teacher Other School Wel- Not 

fare Committee mentioned 

Bantwal 2 6 19 — 1 — 
Belthangady — 13 , 59 =e ee: ae 
Coondapur I 1 4 | 3 6 
Karkala 2 4 8 2a pact 
Mangalore 1 3 29 — Zz —— 
Puttur 2; & 20 anes ae En’ 
Sullia 6 a 12 ats iets reit 
Udupi 4 — 13 pi 15 jth 


Re65603—G—ew“70a=—awes—eeee—sSSSSsSsSSeee 


VII Table 15. Serving of Midday Meal in the Schools 
———————SsSsSsSs)7.0°™°—oua@»>$=—0 


Taluk Students Teacher Cook  Attender Not 
2d connate TA, mentioned 

Bantwal re —8 1, 
Belthangady | nay 32 6. 3 = 
Coondapur 6 10 | 8 3 15 
Karkala 2 11 3 ++ — 
Mangalore 9 18 1] = 
Puttur 6 10 ae 2 bow 
Sullia 3 15 — = 

Udupi 3 24 2 3 8 


When t l 

he ae pk he oe elma Programme the children either bring dry lunch or go 
sh € number of respondents who have menti 

negligible. See table 16, for details on lunch arrangements. — 
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VII Table 16. Lunch Arrangements of the School Children in the Absence of Mid-day 
as Meal Programme 


Taluks Hotel Dry lunch Going home Not 
a ae mentioned 
Bantwal 1 23 ee 19 20 
Belthangady 2 69 31 41 
Coondapur — 5 10 16 
Karkala 2 14 16 6 
Mangalore = 15 21 29 
Puttur i 11 7 31 
Sullia oa 5 15 16 
dup as 18 51 26 


Some schools have given multi-responses. 


To the question of how the Primary Health Centre is utilised to promote the health of 
the children, a big majority did not respond at all. Those who responded said that they 
had taken the help of PHCs to conduct the medical check up, supply of medicine and 
prevention of contagious diseases. Table 17 gives details. 


VII Table 17. How the PHC is Utilised by Schools 

EE aaa 

—$ ———————— ie 
Medical Check Minor Treat Prevention Not 


Taluks up & Medicine ment & First of contagious responded 
Aid diseases 

Bantwal Zz — 14 47 
Belthangady 14 17 Zz 68 
Coondapur 24 — 5 43 
Karkala 2 q 6 17 
Mangalore 10 ve — 46 
Puttur 2 9 2 29 
Sullia = ie 8 28 

24 5 13 61 


i 


Udupi 
To the question what type of help schools expect for a successful implementation of the 
School Health Programme, the answers are iS found in the table below. 
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VII Table 18. Help Schools Look For 


First Aid Help —_ Drink- 
Taluk Manage- Supply of School Kits & Request people be ing No 
ment must Nutritious health training help from aware of water Res- 
help Food checkup teachers PHC hygiene Supply ponse 
Bantwal 2 6 14 3 20 ae — 12 
Belthangady 13 11 1? 23 70 15 — 38 
Coondapur l Z > 4 45 4 oy 11 
Karkala 5 8 4 12 1 — ar 
Mangalore — 3 16 6 30 6 os 
Puttur — 4 17 13 6 — tan 
Sullia — 3 2 25 2 4 4 3 
Udupi 9 Ss] ? 63 1] = ae 2 


In conclusion we can say that on the whole the awareness for the responsibilities of the 
health of the children is low in the schools. Any programmes of school health will have 
to correct this state of affairs before planning anything deffinite for the school children. 
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COMMUNITIES SHOW READINESS FOR INVOLVEMENT 


The investigators concluded their stay in each taluk with a Community Contact 
meeting. Such meetings were held at Belthangady, Bantwal, Puttur, Karkala 
Moodabidri, Udupi and Mangalore. These meetings were usually hosted by one of the 
service organisations, according to their leadership in each place. They were attended by 
Doctors in charge of Health Agencies, Private practitioners, Service clubs representa- 
tives, leading residents, Officers of the Block, Revenue and Education departments and 
other such persons of consequence in the taluk. Only in Coondapur and Sulia these 


meetings could not be held. 


These community meetings have helped the people to think over more permanent solutions 
for the health problems in their community. In fact in two taluks the community 
leaders have come forward to establish a Health Committee at the taluk level. This Com- 
mittee would be expected to think more seriously about the health problems affecting the 
local area and suggest appropriate remedies with the help of both government and non- 
government leaders. It was also decided to include school teachers in the communities 
to inculcate the concept of school health in the children and their parents. 


In Puttur they have decided to maintain a Blood Donor List with the active help 
of the principal of St. Philomena’s College, Puttur. They have undertaken to maintain 
a list of grouped blood donors among the students and whenever the emergency for 
blood arises, they would call upon the students who could suit the recepient’s blood group, 
so that wastage of blood due to inadequate storage facilities could be avoided. They also 
decided to take some concrete steps against T.B. among the beedi rollers. 


e suggestion of meeting at periodic 


In Moodabidri, doctors have come forward with th 
find a collective solution for their 


intervals to discuss the health problems of their area and 


problems. They named the PHC doctor-in-charge as convenor for this purpose. 


All the service organisations have agreed that these community meetings helped them 
to understand their real strength and it has created a new type of relationship among the 
service organisations. By this they felt that they could extend their service to the 
community in a more effective manner. 


Doctors have also come forward to impart health education. They have agreed to co- 


operate with any type of health programmes taken up by the health agencies or service 
organisations in the district. As a whole the community meetings have created better 


understanding between governmental and non-governmental agencies. It has created an 
opportunity for them to come together and think of pooling their resoruces for the welfare 


of the community. 
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Subsequent to the meetings, the Puttur Rotarians reported that a have a 
to work on the suggestion made at the community contact meeting. They planne to 
cover the health needs of 8,000 children studying in 23 schools of Puttur to begin with. 
This programme was inaugurated on 9th of July 1977, Fr. Bernard Moras, Director 


of Father Muller’s attended. 


The Belthangady Jaycees are working towards making possible a health education pro- 
gramme for the taluk. They want to implement this programme in co-operation and 
consultation with the health survey team. They are exploring the implications of owning 
audiovisual aids like an Epidiascope. 


The Giants group of Mangalore which is already engaged in health work in two seaside 
villages have expressed the hope that, hence forth, they will be able to join hands with 
the health survey team. The medical officer of the Moodbidri PHC has reported that as a 
result of the meeting, private practitioners have begun to refer the T.B. cases to the centre. 


The Jaycees of Karkal have agreed to supply the survey team with a health map of Karkal 
taluk. 


The Community contacts have confirmed once again what the PHCs and panchayats have 
reported viz., the need for a Malaria Control Programme with co-operation of the public. 


The Manipal meeting brought out the need in the district for dental care and the Dire- 
ctor of the Dental College offered the services of his institution. The environmental 
engineer present at this meeting promised all help in his field. 


It would be one of the first tasks of the Survey Follow-up Team to revitalise the community 
groups and help them in two ways. 


1. Continue maintaining intergroup contacts to plan and effect health programmes for 
their areas. 


2. Toevolve a plan ora simple and systematic programme for progressive health action 
for Community Health with Community Involvement. 


What has been pointed out earlier bears repetition in order to keep our goals in 
view all the time. Community involvement for action needs time. People have to be 
motivated and educated. Their confidence in the initiators of the programme must be 
built up, their prejudices Cleared, and they have to gain familiarity with the programme 
and identify their role in it as a community and as individuals. All these are tasks to be 
completed before implementing the programme. These tasks need time. If the Community 
must take responsibility for Community Health then we have to motivate the community 
to take this responsibility. Otherwise even the outreach programmes of Voluntary 
Health Agencies will turn into extension institutions that will end up as places of diagnoses, 
treatment and immunizations. Work towards positive health will continue to remain a 
dream and so the situation will not have changed very much. 
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IX 


FACILITIES FOUND IN HOSPITALS 


The analysis of the information we have received from the hospitals will be presented 
here under 3 main heads. Government Hospitals, Voluntary Hospitals and Primary Health 
Centres. 


This information is collected through a peiforma which the Research Team copied from 
a private study found with Sr. Dr. Immaculata Rodrigues. This information was presented 
to the hospitals and health units concerned and the team requested the hospitals to update 
it. Some did it, some did not. There are altogether 8 government hospitals in the district, 
only 6 of these gave the information. There are 20 PHC’s, of these 13 have given infor- 
mation. There are 20 PHC’s, of these 13 have given information. There are 10 Voluntary 
Hospitals of these 6 have given information. Besides this we have had information from the 
6 ESI dispensaries and 3 Municipal Maternity homes. The data presented here will be given 
from the new information where available and 1972 information where it is not updated. 


Government Hospitals: 

The hospitals that have returned the information are Coondapur, Udupi General, Udupi 
Maternity & Child, Bantwal, Wenlock and Lady Goschen. In these six hospitals, the position 
is as follows. 


Medical Staff: 


Posts sanctioned in the 6 hospitals are 58. In the two that have not answered, the 
figures for 1972 show 8 more doctors. This bring the total number of the doctors in 


these 8 hospitals to 66. 


Il these hospitals is 631. All the hospitals have an X’Ray 


Non Medical staff working in a 
Unit, and a Refrigerator, 5 have an Ambulance, Bantwal 


Unit, a Laboratory, a Surgical 
hospital does not have an Ambulance. 


All the six hospitals have an Immunisation and M.C.H. Programme. No hospital does 
outstation work. All except the Maternity hospitals are involved in the Government of 


India National Health Programmes for disease control. 


also have blood banks. The total number of beds in these 
lock having the highest number. The total bed strength of 
tals in the district is 1332 beds. 


Wenlock and Lady Goschen 
hospitals is 1168 with Wenlock 
all the eight Government hospi 
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Voluntary Hospitals ; 
There are 10 hosiptals, 1 Sanitorium, 2 Mobile Health Units with dispensaries. Of 


the 10 hospitals, the Katipalla hospital is just starting. Only the building ” ready 
The information given here refers to 9 hospitals only. Of these 6 had sent in infor- 
mation and for the remaining 3, we have taken the 1977 figures. The total of doctors 
The non medical staff numbers 1156. The total bed strength 


hospitals are 115. 
in these hosp Except Sastan and 


is 1860. All the hospitals except Kinnigoli have an X’Ray Unit. , 
Kinnigoli, the remaining 7 hospitals have Laboratory facilities. Surgical units are 
found in all the hospitals. Kasturba General Hospital Manipal, C.S.1. Udupi, and Fr. 
Muller’s Mangalore, have fairly up to date equipments in surgery. Refrigerators are found 
in all the hospitals. Ambulances are also found in all the hospitals. All hospitals except 
the Ayurvedic Hospital Udupi are involved in out station visits, Family Planning, M.C.H., 


Malaria, Filaria, T.B. and other prevention programmes. 


Primary Health Centres 

Of the 20 PHC’s 3 are of the Madras Type and 17 of the Government of India Pattern. 
13 PHC’s sent back the data, the remaining data has been taken from the 1972 source. 
The staffing pattern is two doctors per PHC of the government of India Type, and one 
doctor per PHC of the Madras Type. The others staff various from 40 to 60. Except in 
Brahmavar where according to the 1972 information there are no beds and only 6 
members on the staff besides the two doctors. Also in the Madras type there are only 7 
members on their staff, besides the doctor. The disparity between the staff provided to 
the G.O.I. Type and Madras Type is great. The imbalance is particularly noticed. con- 
sidering the fact that Madras type have 12 beds whereas the G.O.I. type have only 6 
beds. 


There are no X’ray facilities in any of the PHCs but all have a lab, a surgical appara- 
tus, refrigerator, and ambulance. All tare involved in the National Health Programmes 
mentioned elsewhere in this report. They are also involved in MCH and health and Hy- 
giene programmes in their areas. The total bed strength of the 19 PHC’s (Brahmavara 
has been excluded) is 132 beds. 


E.S.I. Dispensaries & Municipal Maternity Homes: 


There are 3 maternity homes run by the municipality with a bed strength of 30. One lady 
doctor visits these homes daily, otherwise the midwives and attendents look after these homes. 


In the 6 E.S.I. dispensaries, there are 16 doctors. They attend to the E.S.I. beneficiaries. 


To sum up, we have in the district, a total in patient bed strength of 3400 with 235 doctors 
working in the Public and Voluntary hospitals. Except for two purely Maternity and Child 
hospitals, all the others are involved in general medicine. The larger hospitals having also 
specialised departments. Besides this the district has a number of private Nursing homes, 
a majority of which are situated in the Mangalore city. On the whole, barring an epidemic 
the bed facilities in the district seem adequate enough for the current needs. ' 


82 


PRIVATE NURSING HOMES IN THE DISTRICT 


Mangalore City 


Dr. Adappa’s Nursing Home 
Surgical Nursing Home 

Colaco Nursing Home 

Alva’s Maternity & Nursing Home 
Boloor Nursing Home 

Polyclinic 

Prakash Maternity Home 
Ramakrishna Nursing Home 
Navinchandra Nursing Home 
Unity Health Complex 


1. Tara Clinic t}: 
2. Mangalore Nursing Home es 
3. Vijaya Clinic, Bunt’s Hostel rs, 
4. Vijaya Clinic, Kadri 14. 
5. Jayashree Clinic 15. 
6. Glenview Nrusing Home 16. 
7. Dr. Bhat’s Nursing Home 7. 
8. Dr. C. K. Bantwals Hospital 18. 
9. Kamath’s Nursing Home 19. 
10. Kadri Maternity & Nursing Home 20. 
Other Taluks 

1. G. V. Pai Memorial Hospital Moodabidri 
2. Girija Clinic Puttur 

3. Saraswathi Nursing Home Bantwal 

4. B. K. B. Memorial Hospital Puttur 

5. K. G. Bhat Nursing Home Sullia 
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SUMMARY OF REVIEW AND CONCLUSIONS 


The data referred to in this report was collected during the period between May 1977 and 
September 1977. The main purpose of the survey which was to involve the public at the 
different levels of the study was kept in view during the entire period of the survey. The data 


asked for was mainly aimed at: 


1) Assessing the health consciousness of the people in the District. 
2) Evaluating the existing health care services vis-a-vis the needs. 
3) Suggesting what resources could be utilised to further the existing health care services. 


4) Exploring ideas on community health services with reference to the positive, preventive 
and curative aspects of health care. 


5) Determining possibilities of co-ordination of health services and community resources for 
a better spreading out of health care in the district. 


Sponsorship: 


The Survey has been possible because of the far sighted policy of the VHAI which through 
its S.K. unit of the VHAK encouraged and sponsored the study. Fr. Muller’s Hospital 
undertook to organise and find the funds for it. 


Fr. Muller’s Hospital Mangalore is the second largest Voluntary Health Unit in S.K. District. 
Because of the lead it has been giving in the voluntary health field it is expected to continue 
to hold this place of leadership in undertaking new programmes. It is in keeping with these 
expectations that Fr. Muller’s has provided the inspiration and the resources for the planning 
and execution of this study. The study is intended as the basis for intiating and building up 
outreach community health programmes. : 


Methodology and Technique: 


This summary gives a gist of the information that has been collected from the following 
sources. 


1) 94 doctors who returned answers to the doctors schedule. 


2) 22 Medical Officers of 33 health units run by government which answered a health unit 
schedule. 
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3) 287 panchayat secretaries who answered a panchayat schedule. 
4) 525 heads of primary schools who answered a school schedule. 


5) PaO Gis meetings held at Bantwal, Puttur, Belthangady, Karkala, Moodabidri, 
anipal. 


6) Group meetings held with the Jaycees and Giants in Mangalore. 


The survey was popularised through newspaper handouts, radio talks, handbills and by 
addressing group meetings. 


Schedules were distributed, interviews held, group meetings organised in order that the in- 
formation received could be as comprehensive as possible, and very broad based as well. 


The methods used in this study were aimed at the following: 


1) Conveying to people the concepts of community health and positive health. 
2) Exploring possibilities of starting community health services. 


3) Developing the consciousness of panchayats and schools, on matters of health that could 
- be attended to by them, at their level. 


4) Conveying the idea that co-ordination in health care will help services reaching a greater 
number of persons. 


5) Presenting voluntary health units in a new light, namely, as organisations wanting to build 
outreach programmes of community health. 


6) In general, inviting information regarding prevalence and incidence of diseases; identify- 
ing presence of endemic disease spots and pinpointing other felt needs inthe area of health. 


FINDINGS: 


1. Geographic Areas: 

All the sources of information have highlighted that the border areas of taluks need more 
attention medically, because of the conditions that prevail. | 
1) These areas are not easily approachable because of the lack of transport and the lack of 


proper roads. 
2) There are no qualified doctors for many miles. Even good practitioners of indigenous 


medicine cannot be found. 


3) Superstition and lack of sanitation are found almost everywhere. It is worse in the interior 
areas. The coastal belt is slightly better in this respect. 
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2. Ailments and Diseases: 
From the Ailments and diseases listed by the doctors it can be seen that all of them are pre- 


ventable. 


1) The ailments most commonly mentioned are: skin diseases, respiratory complaints, liver 
diseases, anaemia due to malnutrition and worm infestation. 


2) Anxiety has been expressed over the prevalence of malaria and T.B. because people do 
not avail of the existing facilities for control and cure. 


3) Dental ailments are on the increase. 


3. Availability of Doctors: 


Of the 287 Panchayat Secretaries who returned the forms 123 (43 %) reported that there is no 
doctor in their Panchayat. This figure is as high as 70% in Sullia Taluk and 61% in Puttur 
Taluk. In Belthangady, Coondapur and Karkala half the Panchayats have no doctors. 
Mangalore, Udupi and Bantwal are better placed. Bantwal is well accessible by road and also 
fairly well advanced economically and socially due to its strategic position. Three main routes 
into Mangalore the headquarters of the district pass through this taluk. Also until recently 
it was a part of the Mangalore taluk. Udupi and Mangalore taluks are not only well connected 
by road but also provided with consultancy services because of the medical colleges and the 
large hospitals found at the taluk headquarters. 


The Panchayats of Puttur and Sullia report that persons from their villages who have qualified 
as doctors have gone to other places to set up practice or to find a job. 


4, Availability of Health Agencies: 


Only 30% of the Panchayats have health agencies of some type or the other. Some of these 
are Private and some run by government. Belthangady and Sullia have less than 25° pan- 
chayats with a health agency. Puttur shows only 16% panchayats with health agencies. 


S. Health Check up: 


Schoolwise only 95 schools (18 7%) of the 525 schools that responded have stated having had . 
a health check up in their schools. In the last five years this has been done only once in most 
of the schools. A negligibly small number of schools have reported two or three health check 
ups. Panchayatwise general health check up camps are on the whole not conducted. BCG, 
Family Planning and a few eye camps are reported. Camps held for detection and follow up 
of T.B., Leprosy, and Dental ailments have been held but on rare occasions only. 


6. Public Health Units: 


et a mee the opinion is that Public Health Units are too few in number and not close 
ougn Tor people to utilise them in their time of need. The opinion persists that they are 
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inadequate as regards drugs and medical facilities that 
are required and theref 
not have much faith in them. ’ — 


At the community contact meetings at which the medical officers of health units were present 
the research team found them take up the leadership in discussion very naturally. They also 
showed a great readiness to work in collaboration with others in the community. These 


officers were also able to pin point areas where they would welcome help from the practitioners 
and members of the Community. 


The position of the public health units in the district needs a more detailed and descriptive 
study which will enable us to evaluate objectively how far the public health agencies are being 
utilised by those who are close enough to benefit from them. How adequate have the public 
health units proved in rendering the required service? Do people to keep away from the 
services offered by these units? Why? etc. 


Those who have stated that the public health units are inadequate to deal with the needs 
of the people have offered the following reasons: 


1) The units do not have enough drugs for treatment of ailments when a diagnosis has been 
made. 


2) The PH Units are busy only with the National Disease Control programmes. They do 
not attend to the cure of illnesses around them. 


3) The presence of the medical personnel is not felt in the area. The occasional visits of the 
field workers are treated with indfference by the people. 


4) Only a compounder is often found at the PHC. Except at certain parts of the day the place 
has a deserted look as the doctor in charge has to cover a wide area visiting sub-centres. 


The medical officers themselves are cautious ‘nthe statments they make. This is easily under- 
standable as loyalty to the system that employs them is involved Also not being a part of 
the community in which they are employed except by virtue of their posting, they have to 
proceed carefully in order not to get involved inadvertently in local politics and avoid treading 
on private preserves. The easiest way of going about their work therefore is to follow the 
programmes given to them by those in authority with the minimum of involvement from out- 
sides. However, the research team has found a few medical officers who have tried to involve 
the community around them in the programmes of the PHC Also even those who have not 
so far involved the public in the health programmes of their unit have been sincere in expressing 
that they would welcome such collaborative work with voluntary and private agencies. There- 
fore any plan for community health action that will be envisaged will have to take into con- 
sideration this expression of goodwill of the public health agencies and ensure their involve- 


ment. 


7. Hospital and Bed Facilities in the District: 


All the PHC and also the smaller private hospitals have a laboratory, a refrigerator, an 
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ambulance and surgical apparatus. All taluk hospitals and all the private hospitals except 


one have x’ray units. 


Government hospitals maternity homes and PHC between them have a total of 1540 beds. 
The voluntary hospitals have a total of 1860 beds. Besides these there are the beds provided 
for the middle and richer classes by the private nursing homes in the city of Mangalore and 
the smaller towns. Taking only the bed strength into account it is quite adequate to meet the 
present needs of the people. Further the District Headquarters Hospital, the Kasturba 
General Hospital, Manipal and Fr. Muller’s Hospital, Mangalore offer many types of specia- 
lised treatment facilities. Facilitywise therefore it can be concluded that the district is ade- 


quate enough to cope with the existing needs. 


What then is The Health Concern which this Survey Highlights? 


1) The focus is still on curative health. People speak about preventive health more as a catch 
phrase rather than as a reality. This is clear from the fact that in practice, preventive 
measures seem to begin and end with immunisations. 


Positive health as a.concept is clearly not in the minds of those who have responded to the 
schedules. Only a few doctors have mentioned a few factors that can be connected with 
positive health but a conscious statement of the need for attending to the maintenance and 
promotion of areas of positive health did not come out in the survey. 


2) In the minds of people, cleanliness of person, sanitation, garbage disposal, water logging, 
pollution spots, nutrition, balanced diet, training for physical fitness, potable water, irri- 
gation sources, milk supply, condition of domestic animals, latrines bathing rooms, etc. are 
factors not yet connected directly with health. Therefore we find that in the answers of the 
Panchayat Secretaries and that of the Heads of schools, questions relating to the above 
factors are either not answered or are dealt with cursorily. Even most doctors and the PH units 
have been either vague in their replies or have made general statements to which we cannot 
attach a definite importance. 


3) There is no conciousness that the activities of all agencies namely educational, revenue, 
medical, welfare and religious can be co-ordinated to serve the field of health. Awareness that 
such co-ordination will bring about an integrated approach to the needs of the community 
and thus ensure that basics are taken care Of, 15 lacking. 


4) Voluntary agencies are found to be full of zeal and goodwill. They serve people at great 
sacrifice and inconvenience and expense. However their services are owned and institutiona- 
lised. Involvement of the community in planning and implementing these services is not 
found, Friendly relationships are maintained with the community and government insti- 
tutions but there is no sharing of health concerns, anxieties and hopes for the community 
In other words the voluntary health agencies have not yet wakeneed to the fact that they hive 


a role to play as animators to bring about co-ordination in the institutions around them to 
serve the health needs of the community as a whole. 
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5) It has been pointed out by the panchayats, by doctors and at community meetings that 
teachers of schools must be trained to play the role of health educators in a community. It 
has been suggested that the primary schools of the district may be organised to function as 
community health centres as well, at a very basic level. While imparting health education to 
the children and organising periodic health check ups and follow up, the schools can also 
organise health weeks for the community around them in order to educate them towards 
positive health. 


What Needs to be Attended to immediately: 


1) Help each voluntary agency in the district to plan outreach programmes. To implement 
these programmes it will be necessary, for the agencies to make a more precise study of the 
community they wish to work with, in terms of needs, the resources available in that commu- 
nity, the people and the institutions that can be involved in the programme. Also provide 
for the voluntary, agencies training courses to acquire techniques required for animating 
community groups towards action in the field of health. Ignorance of these techniques is one 
of the main handicaps of the voluntary health agencies that prevents them from playing their 
role adequately in the field of community health. 


2) The P.H.C. need to be strengthened by the support of the public. This will give the Medical 
Officers of these Units the confidence required to function as the link between the expressed 
needs of the people and the policy of the government for the health programmes of that 
community. 


3) The community contact meetings have brought out that given the leadership the community 
is ready to co-operate and work together in the field of health. These meetings have further 
demonstrated that the influential members of the community whatever be their position and 
status are ready to take the leadership of the medical officer of the public health unit in work- 
ing for community health. They expect the medical officer to give this leadership. On the 
other hand the medical officer concernced needs to develop his self confidence in dealing with 
the community. Often as he is unduly conscious that he is a transferable government servant, 
he does not feel that he belongs to the community. He plays his role more like a medical 
executive entrusted only with the task of implementing the policy of his department. It is 
obvious that Medical Officers of health units need help to integrate and work swith the com- 
munity. One of the first tasks of the survey follow up team should be to enable government 
Medical Officers to recognise their significant position in the field of community health and 
help them achieve their goals through involvement of the community. The follow up team 
should study the possibility of involving teacher training institutions in planning for health 
education activities in schools. The initial approach in this direction has been made already 
and the response has been favourable. The tasks suggested are new and therefore until the 
teacher training institutes are sure of their ground in this area, the initiative to involve the 
institutions will have to continue with the survey follow up team. If goal directed ideas are 
presented to the T.T. institutions, results can be expected. It is necessary that health eee 
media will have to be built up, through lesson plans, use of audio visual techniques, syllabus 
content and so on. 


4) Enable schools to make use of the environmental study method recommended by educators 
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today in order to awaken community consciousness in the field of health through their own 
children. The leadership, know how and follow up, will have to come largely from the follow 
up team. If, to begin with, each Voluntary Health Agency in the district makes itself responsible 
to five schools in the villages around it and starts with a health check up and follow up as its 
point of entry, it could carry on from there to the preventive measures of health and the 
promotive activities that are required to maintain positive health among the school children. 
The next stage would normally involve the teachers, who could be given courses in school 
health and also encouraged to make comments on the health sylabus, make their own sug- 
gestions and also plan for an integrated approach to school and community health through 


the prescribed curiculum. 


5) Simultaneously, the follow up team should approach the Department of Health and the 
Department of Education in order to obtain permissions for a period of experimentation in 
the schools with the involvement of the Public Health Personnel. If this is not ensured, at 
the first sign of difficulty it is easy for schools to take shelter under the exuse that the depart- 
ment will frown upon any shift in the working of the curriculum. If the Panchayat in which 
the school is found, is drawn into this programme of health action and health education in 
schools and is enabled to inspire confidence in the Head of the school, the task of dealing 
with the departments becomes easier. 


6) Voluntary Health Agencies, however well equipped with personnel and facilities, have to 
ensure that they have a knowledge of techniques to animate a community to action. While 
all in the team have to be familiar with these techniques, there should be one at least in the 
team who knows to use these techniques effectively. 

Objectives Vis-a-Vis Findings: 

The initiators of the Survey had outlined clearly three aims and objectives: 


1. To identify the health needs of the South Kanara District. 


2. To determine priorities. 


3. To develop a Five Year Plan for meeting these needs, making use of the available govern- 


ment me ge resources in the medical field so that health care may be spread as widely 
as possible. 


Analysing the data under needs, priorities, plan of action, we arrive at the following 
conclusions that have emerged from the Survey. 


1. The needs identified are: 


A) To raise the level of health consciousness among the people. 


B os us 
) To provide health education: include nutrition, prevention of disease and promotive 
health measures, 
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F) 


To construct latrines and educate people in using them. 
To plan development schemes to bring up the socio-economic level of the people. 
To provide Health Assistants in areas where doctors are not available. 


To set up MCH. programmes throughout the district. 


2. The Priorities for action to meet the needs mentioned above: 


A) 


B) 


C) 


Health Education of the people. 


Training and development programmes to bring about greater collaboration and co- 
ordination in health planning and implementation. 

Training. 

1) Field Level workers—Basic Health workers, 

2) Health Assistants. 

3) Teachers for School Health. 


These priorities are not mutually exclusive but must be dealt with simultaneously. 


3 
A) 


Suggested Five Year Plan: 

rities listed above will be required. The team should 
consist of specialised resource people with Health Education, Training of Health 
Workers and Community Organisation as their major work. They could begin by 
organising meetings in the talukas and then conduct the needed education and training 
programme with the involvement of the community and the resources available there. 


A touring Team working at the prio 


Six talukas were identified as possible to begin: 


Puttur: 
a) It is about 35 miles from Mangalore. 


or in charge of Fr. Patrao Hospital is an active worker 


b) Sister Angelina the doct ! : 
Health. She has a 30 bed hospital, with room upstairs to 


interested in Community 
conduct training programmes. 


c) This taluka has very few health agencies and 61 °% of the panchayats have no doctors. 


The need for health work is great. 


aster of St. Philomena’s High School is a person ac- 


d) Mr. Denis D’Souza, Headm 
ity welfare work. 


ceptable to all and much interested in commun 
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e) Community organisation meetings held during the Survey showed the readiness of 
the community to implement health programmes. The Rotary Club of Puttur is well 


motivated. 


2. Udupi: 
1. This taluka has the highest number of VHAK members. Kasturba General Hospital 
Manipal, Goretti Hospital Kalyanpur, Perpetual Help Health Centre Sastan and 
CSI Hospital Udupi. 


Cay 


2. 100 villages come under a government scheme for Family and Child welfare. 


3. Karkala: 
The southern half of this taluka could begin with the programme because: 


|. Dr. Thimmappa Shetty the MO in charge of the PHC at Moodabidri is very interested 
in Community Health. 


2. Fr. Pais, Director of the Mount Rosary T.B. Sanatorium and the Doctor in charge 
are active and interested in this work. 


3. Dr. Vidhyadhara Shetty, the Medical Superintendent of G.V. Pai Memorial Hospital 
is interested and is also the President of the Lions Club this year. 


4. Mangalore: 


The Fr. Muller’s Hospital is already involved in leprosy work in the schools within the, 
Mangalore Municipality covering 75 primary schools with a strength of 55,000 children. It is 
also involved in extension centres for detection of leprosy and skin diseases at Kallanmankur 


and Ganjimut in the Mangalore taluk, Moodabidri in the Karkal taluk and in the Buntwal 
town itself, 


Fr. Muller’s School of Nursing has involved itself in a Community Health Project at the flood 


victims rehabilitation sites at Veeranagar and Faisalnagar and the two adjoining villages of 
Jayanagar and Jelligudda. 


All these three Projects could be progressively extended to cover the entire taluk and the 
school check up project could cover general health as well. Inthe process the Katipalla and 


the Kinnigoli VHAK units which are also in Mangalore taluk could be helped to develop 
their own programmes. 


5. Belthangady & Coondapur: 


po aeala is already working in these two talukas. ~ Belthangady has a package programme 
or total development. Coondapur has a health programme. The Director of CARITAS is 


to be approached to be on the Project Implementation Committee so that overlap and dupli- 
Cation are avoided. 
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6. Bantwal & Sullia: 


These Talukas do not have a VHAK unit as yet. Nor is there any Voluntary Association in 
these talukas involved in health work exclusively. Therefore these two talukas will have to be 
brought under the plan at a later stage. 


CONSOLIDATTD GAINS OF THE SURVEY 


The most definite gains of this Survey are: 


1. The communications which have been established between the survey team, the govern- 
ment departments, the service organisations, the popular leaders and the communi- 
cations media. This in turn has brought about communications on a local level. 


2. The communications which the survey engendered has laid the ground work for 
community involvement and commitment. 


3. The awareness has been created that pooling together of resources is essential in order 
to reach out to the community on a comprehensive scale. 


4. The District Health Office has also informed the survey team that it has big expansion 
plans for detection and control programmes in Leprosy, Malaria, T.B. and Family 
Planning. The D.H.O. has expressed the need for co-ordination if the Government plans 
should be ensured of success. 


Several persons who have been concerned with the health of the masses in the district whether 
in their professional capacity as Medical Officers Professors of Medicine, Retired Government 
Health Officials or as well known Voluntary Workers in the health field, all of them have 
stressed the need for co-ordination at two inportant levels. 


1. Inter departmental co-ordination at the level of the government depariments: Health 
Education Agriculture, Industry, Public works, Housing etc. 


2. Health Unit level co-ordination of agencies run by government, voluntary and private 
bodies. These persons are convinced that only such co-ordination will make it possible 
for the concept of comprehensive community health care to become a reality. Much 


support and encouragement can be found in this quarter. 


The follow up team will have to take note of these gains to take over from the point where the 
survey team has stopped. It is therefore necessary that the follow up programme Is adequately 
staffed with personnel who will attend simultaneously to the tasks of Health Education 
of Health Workers Training and Facilitate the Community towards Co-ordination for Health 


Action. 


LOOKING AHEAD 


should be implemented. This is where 


ng. What has been planned | 
the structure proposed it has to be 


Follow up needs planni 
lementation structure. Whatever 


the need arises for an imp 
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charted with a view to the objectives of the implementation plan. It has been suggested 
earlier that a touring team will be required to follow up the survey. This team should begin 


with the priorities listed for action, namely: 
|. Educating people to a consciousness of positive health and the means required to achieve 
this goal. 
2. Training Field Level Workers, Health Assistants and School Health Workers. 


3. Organising Communities to animate them to community action for health care of the 
community. 


“After Survey What?’ was the question discussed by the South Kanara Unit of VHAK on 
the 7th August 1977, when a brief report of the survey was given to them for comment and 
suggestions. It was decided at this meeting that a three tier structure would be necessary to 
work at the priorities. 


I. The follow up team: consisting of a Director, two field assistants and one office 
assistant to begin with. 


II. A project Implementation Committee: consisting of representatives of the VHAK 
South Kanara Unit, Director and Medical Administrator or Fr. Muller’s, the Director 
of the follow up team, the Promotional Secretary of VHAK and some co-opted 
persons. 


II. An Advisory Board: consisting of the representatives of each of the Voluntary Health 
Units, Government Health Units, Officers In-charge of Government Departments, 
interested Doctors and other medical personnel, Voluntary Health and Community 
Development Workers. 


The work of the follow up team has been spelt out in the earlier part of this chapter. The 
follow up team will need a new office with an identity of its own to enable the voluntary 
health units of the district to be closely involved in the work of follow up. 


The work of the Project Implementation Committee is to call for reports and review them in 
the light of the objectives, determine points of policy to be followed, provide for the mainten- 
ance and continuation of the project and take final responsibility for the work of follow up. 


The Advisory Board would be required to Suggest policies and programmes for the guidance 


of the Project Implementation Committee. It would also review and evaluate the progress 
of the project at different stages. 


After the consultative meeting hled on August 12th 1977 to discuss the brief report of the 
survey, slips of paper were passed round to the members of the Survey Consultative Body 
who were present that day. Those interested in becoming members of the Advisory Board 
of the Follow Up Project were requested to return these slips after filling in the particulars 


asked for. These slips are now in a file. As soon as the project is sanctioned an Advisory 
Board meeting can be called for without delay. 
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Both = meetings held in August referred to earlier in this chapter, agreed that the project b 

named ‘‘The South Kanara District Community Health Project.” Both these Skits die ‘ 
that the report of the survey should reach all the persons who helped directly in " yi 
summary report was considered sufficient for this purpose. It has bee Ti ey pe 
languages; in Kannada the official language of the district and in English ae 


The detailed report has been published only i i 
y in English. It is has been possible t 
these reports because of the funds which Sr. Carol Huss found for this Beeps ee i 


ee Y bed 

Misereor Germany has been approached for financial assistance to the Five Year Plan 
of Action. They have expressed their interest in this work. When it is sanctioned South 
Kanara District may once more take credit for one more pioneering work. 


Persons involved directly in the Planning and conduct of the Survey: 

Sr. Carol Huss, Regional Co-ordinator of VHAI for the South. Mr. Thomas D’Souza 
Promotional Secretary of VHA Karnataka. 

Fr. Bernard Moras, Director, Fr. Muller’s Hospital, Mangalore. 

Dr. Sr. Immaculata Rodrigues, Med. Administrator, Fr. Muller’s Hospital. 

Miss Olinda Pereira, Principal, School, of Social Work, Mangalore. 


Support to the Survey: 
The following persons have encouraged either by having their names appear in the handbill 
or by attending the consltative meetings or hy helping in theRadio programme 


Mr. B. S. Patil, Deputy Commissioner, S. K. 

Mr. V. V. Bhaskar. Superintendent of Police, S. K. 

Dr. H. Sadananda Ballal, District Medical Officer. 

Dr. B. V. Rajanna, District Health and family Planning Officer 

Dr. Bhaskar Kedillaya, Municipal Health and Family Planning Officer 
Dr. G. D. Veliath Retd. Principal & Professor Emeritus KMC 

Dr. K. P. Ganesan. Professor, and Head of the Dept. of Medicine, KMC 
Dr. K. Balappa Shetty, Secretary, District T.B. Association 

Dr. R. R. Bhat, Principal, Ayurivedic College, Udupi 

Mr. B. S. Nagappa, District Development Asst., South Kanara 

Dr. P. Venkat Rao, C.M.O., Fr. Muller’s Hospital 

Dr. V. V. Mody, Chief Physician, Fr. Muller’s Hospital 

Dr. V. T. D’Souza, Homoeopath, Fr. Muller’s Hospital 

Dr. K. Sudhakar Shetty, Psychiatrist, Fr. Muller’s Hospital 

Dr. S. P. Aniker, Professor of Social and Preventive Medicine, KMC 
Rey. L. S. Pais, Director, Mt. Rosary Sanatorium, Moodbidri 
Prof. M. A. Ramachandra Rao, Community Service Director, 
Dr. J. N. D’Souza, Orthopedic Surgeon, Fr. Muller’s 


Rotary Club of Mangalore 
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Dr. P. N. Ariga, Retd. Dist. Surgeon 

Mrs. Louella Lobo Prabhu, Editor, ‘Insight.’ 

Dr. A. Vishwanath Shetty, Paediatrician, Fr. Muiler’s Hospital 

Sr. M. Freeda, Vamanjoor, Queen of the Apostles Convent 

Sr. M. Hemma, Goretti Hospital Kallianpur 

Dr. M. Vidhayadhara Shetty, Medical Supdt. G. V. Pai Mem. Hospital Moodbidri 
Dr. Satish Jain, Mangalore Jaycees 

Mr. K. H. Abdulla, Manager, Common Wealth Trust, Jeppoo. 

Dr. M Abdul Rahiman, Head PG Dept of Bio-sciences, Mangalore 

Dr. Prema A. Kundargi, CSI Hospital, Udupi 

Sri C Koneri, CSI Hospital, Udupi 

Rev. D P. Shettian, Treasurer, K.S.D. Church of South India 

Mr. Phillip Rego, Superintendent, District Health Office 

Mr. P. K. Pai, Station Engineer, AIR 

Miss M. V. Kumari, Assistant Station Director, AIR 

Mr. Godfrey E. Pinto Personnel Officer, Fr. Muller’s Hospital 

Mr. G. S. Hiranyappa, All India Radio, Mangalore 

Dr. R. Ramachandra, District Medical Officer of Health and family planning 
Dr. K. S. Ramakrishnan, Associate Professor, Soc. & Preventive Med. KMC 
Lion Fr. Stanley Pereira, Director, Canara Communications Centre, Mangalore 
Fr. Manuel D’Souza, Professor, St. Joseph’s Seminary 

Dr. Allan Pinto, Caritas Health Programme 

Fr. Austin D’ Souza, Teacher, St. Aloysius College High School 

Mr. Mohidin Bhava, Vice President, Lions Club Mangalore 

Sr. M. Bertilla, St. Mary’s Health Centre, Katipalla 

Dr. Sr. Angelina, Fr. Patrao Hospital, Puttur 

Mr. Bajal Basappa, Ex-Municipal Councillor, Mangalore 

Sr. Hedwige A.C., Principal, St. Agnes College 

Sr. M. Theresa, Principal, Fr. Muller’s School of Nursing 

Sr. M. Gonzaga Pinto, Nursing Supdt., Fr. Muller’s Hospital] 

Rt. Rev. A.F.D’Souza, Vicar General, Mangalore Diocese 

Sr. M. Goretti, Trasi 

Dr. Mohan, Mt. Rosary Sanatorium Moodbidri 

Mr. Nabert, VHAI 

Sr. Sabina, Fr. Patrao Hospital Puttur 

De: Pike Krishnamoorthy, Professor of Paediatrics, KMC 

Mr. S. R. Hegde, Adovocate 

Dr. Sumathi Shetty, Lady Goschen 
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Dr. B. H. Krishnamoorthy Rao, Secretary, IMA 
Dr. Ananthakrishna, President, GIANTS 

Mr. Santoshi Rai, Social Workers, Ranipura 

Mr. Bhagwandas Manipur, Social Worker, Mukha 


Mr. Rameshchandra, Skin Department, Fr. Muller’s Hospital, Social Worker Mangalore 
Press Club | 


Survey Team: 

Miss Celine Aranha, Survey director 
Mr. P. Gopinath Rao, 

Mr. Mohan Jathanna, 


Mr. Sudhakar K., 
Mr. Satyanarayan Investigators 


Mr. Arun Solomon 
Mr. N. K. Venu Short Term Investigators 


Mr. K. Shankarnarayan Bhat, 

Mr. K. Thirumaleshwar Bhat, 

Mr. Thimmappa Gowda, 

Mr. B. M. Madhava, Checking of Tables. 


Miss Louisa Coelho, bettas’ - Office assistant 


Miss Daisy D’Souza, Part-time typist 


——_——$_ 
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APPENDICES 


I 


DOCTORS OF FATHER MULLER’S—GROUP QUESTIONNAIRE 


How can this hospital become more useful to the community at large? 
How far should the areas covered by this hospital be extended ? 


What illnesses have you come across which according to you need follow up at the 
community level as well as preventive education at the para medical level ? 


Have you given thought to how it could be done? 


—Personnel-Technical and Medical resources—Funds-Structure and Organisation? 


What does this hospital have which others can share? 
What do other hospitals have which can be utilised by this hospital ? 


In what way can this hospital inspire confidence in other doctors, in other dispen- 
saries and nursing homes, in the public? 


How can attitudes of fear, competitiveness, mistrust, suspicion, be overcome and 
replaced by, one of trust, confidence and co-operation from other quarters ? 


These questions were handed over to the doctors at a meeting held on 6-3-1977, 
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il 
INVITATION FOR A DISTRICT CONSULTATIVE MEETING 


4th March 1977. 


The group of Catholic Hospitals and Dispensaries of South Kanara have been meeting at 
Fr. Muller’s once a month to share their experiences and problems in rendering health services. 
It was felt.that various health agencies both Voluntary and Government work in isolation, 
_ and sometimes in competition, forgetting their main aim of serving suffering mankind, with 
minimum resources available, to the maximum possible people. It was felt that we should 
join hands together, with all types of health care agencies, since all have the same end in 
view. It was suggested to have a Survey of Health Services available in South Kanara. 


1.. To identify the health needs of South Kanara District. 
2. To determine priorities. 
3. To co-ordinate the existing Health facilities & services. 


4, To develop a five year plan for meeting these needs, making use of the available govern- 
ment and private resources in the medical field so that health care may be spread as widely 


as possible. 


Fr. Muller’s has taken up the task to have the survey done with the co-operation of the 
public, specially people connected with health care, and with the help of the Research Depart- 


ment of School of Social Work, Roshni Nilaya. 


We are planning to have a meeting around the 20th of March to discuss the above health 
terest and valuable suggestions. The 


survey, and we would deeply appreciate your active in 


exact date, place and time will be communicated to you within a few days. 


Hoping to see you, 
With kind regards. Rey. Bernard Moras. 


Director, Fr. Muller’s Hospital, 
Kankanady, Mangalore-2. 


iil 


CONSULTATIVE MEETING 20TH MARCH, 1977—GROUP QUESTIONNAIRE 


1) 


2) 


3) 


4) 


5) 


6) 


7) 


From your practice as a medical person—or from your observation as a layman what 
do you think is the chief health need of the people around you? 


Have you as a medical person felt handicapped or known other medical persons to have 
been handicapped in respect of consultancy service, drugs, equipment, to meet a definite 
need? When? Where? How do you resolve this need ? 


Have you found it possible or seen it made possible in your locality, town or ward to work 
in co-operation with other medical persons and institutions? Why? How? 


What do you feel about co-ordinating health services in the district? If you are in favour, 
what suggestions have you for effecting co-ordination between the various health agencies 
in the district? 


Since health services have worked in isolation so far, would there not be some negatives 
to encounter from some quarters like, fear of being desinated, distrust, suspicion—parti- 
cularly because this survey and co-ordination idea comes from a hospital so far considered 
denominational ? 

In what way could you help positively in your area of residence or practice? 

1) to get co-operation for the survey. 


2) to work for co-ordination of the health services in the district. 


Could we have a town or taluk contact committee with your help to give our investi- 
gators a good introduction and resolve on the spot difficulties if they meet with any? 
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QUESTIONNAIRE SCHEDULE 


ForRM—A 
DOCTORS 
Name: 
Qualification: Speciality (if any) 
Position as Medical Person: 
Private Practice only: Full time teaching with private Practice 
Part time teaching with private practice: Government Employee | 


Any other: — 


A. 1. Have you been for any village health service at any time? viz., Camp, medical check 
up etc. Please name the villages. What has been your experience of these camps in 
terms of the health of these villages and their real health needs ? 


2. Are you familiar with any other village about which you can speak in terms of its 
health? What are the names of these villages ? 


3. Are you in touch with any special community taken, ward wise, village wise, caste 
group, religion wise etc., because of your private practice ? What are the special 
health needs of that community ? 


nities you have known conscious of their 


4. Are the people in the villages and commu 
| or PHC services available to fulfil these 


health needs? How far are the municipa 
needs? How far do the people make use of them? 


make on the health delivery as it is at present with 


5. Have you any comments to 
nal experience or knowledge only). 


reference to: (give your perso 
1. Situation of health centres in terms of dist 
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Medical and non-medical manpower that could have been utilised for community 


health programmes. 


bo 


3. Village resources that could have been tapped. 


4. Any other items you can think of. 


How many patients do you attend to on an average in private practice/in service ? 
In your practice do you find any of the following problems? to what extent? 


a) Mal Nutrition 5) Bad hygiene c) Lack of health consciousness d) Lack of know- 
ledge of infection and pollution. 


What is the economic level and social background of the patients who come to you? 


Have you tried to educate any of the patients, either individually or in groups? For 
what purpose? What about the response? 


What are the types of diseases or ailments which have a higher incidence among those 
who come to you? 


Are you on the team of any private nursing home? Into which nursing home do you 
usually get your private patients admitted ? 
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QUESTIONNAIRE SCHEDULE 


FORM—B 


SCHOOL HEALTH 


Has there been any medical check up in your school? 
If yes, who did it? When? How many times in the past five years ? 


What were the recommendations of the check up with respect to: Ailments? Treatment ? 
q 


Were there any comments about the general conditions of the school health? If so 
please mention them. 


If a follow up was suggested what action did the school take? 


If follow up was done with whom was it? Parents? Teachers? Pupils? What co-opera- 
tion did you get? What was the result ? 


Were there any special cases detected that required specialised treatment? Long term 
treatment? Give details, and the follow up in these cases. 


Have the teachers undergone any training or orientation courses to help identify handi- 


caps among their children ? 


Physical handicap—Mental handicap—Emotional handicap—Social handicap. 


Who has given these courses? In what way have the teachers related this knowledge 


with their classroom practice ? 
What has been the effect of the follow up of handicapped children? 


What alertness have the teachers shown in detecting seasonal ailments and diseases ? 


When teachers detect contagious ailments like mumps, trachoma, etc., what action does 


the school take? 
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13. 


14. 


35. 


16. 


17. 


18. 


19. 


20. 


oe 


aoe 


ey 


24, 


25. 


Have you had any immunisation programme? Specify? 


What action does the school take when an injury occurs in the school due to an accident 
or a child is taken ill suddenly? 


What is your opinion of the sanitary facilities provided for your school in terms of the 
number of students? Facilities for garbage disposal? Provision for cleaning and dis- 


infecting lavatories and urinals? 


Is toilet training (correct use of lavatories and urinals) a part of the school curriculum ? 


How is this done? 


Are the facilities for drinking water supply adequate in terms of pure sources of water? 
Water containers? From which source does the water come? Who looks after the super- 


vision of these arrangements ? 


Is malnutrition a serious problem in your school? If so, has any one studied the 
situation ? 


What are the normal dietary habit of the school children? Do you find the food consumed 
by the children during school hours wholesome, nutritious and sufficient in quantity? 


Do you keep a check on the sweatmeats, fruits and other eatables sold around the 
school. Is is safe for consumption? 


Does the school have a mid-day meal programme? If yes, how is it conducted ? 
Who supervises the preparation and serving of the mid-day meals? 


If your school does’nt have a mid-day meal programme, are the teachers aware of the 
lunch arrangements of the children? 


What help do you get from the Primary Health Centre for your school children ? 


What help do you need so that you can have a successful school health programme ? 
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10. 


QUESTIONNAIRE SCHEDULE 


FoRM—C 


PUBLIC HEALTH AGENCIES 


What disease control programmes have you had in your villages? In each case give the 
a) name of the village b) type of programme c) when undertaken d) Continuing or stop- 
ped e) how conducted f) remarks (begin with the present and go backwards) 


What is the health consciousness in your village ? 


Hygiene Consciousness 


a) What is the hygiene consciousness with respect to personal cleanliness, body, clothing, 
living quarters etc. 


b) Protecting food from flies, proper boiling of foodstuffs and disinfection of vessels. 


Pollution Prevention 


a) Have you information about the sources of pollution in your villages? Are the 


people conscious of these sources ? 
b) Does the PHC have information on water supply sources of the villages, milk supply 


sources etc. 


ommunicable disease, chronic illness, dental 


What information can you give us on ¢ 
malaria, rabies etc. with reference to your 


ailments, mental illness, leprosy, filaria, 
area. 


What is the attitude of the people towards family planning? 


What are the immunisation programmes that are carried out in your institution ? 


Is it given to every one visiting your clinic or is it given on demand ? 


In case of multiple dose immunization, what percentage of the groups do you choose for 


immunization, complete them ? 


How do you motivate the people to accept immunization ? 
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Il. 


12. 


18. 


19. 


20. 


21. 


26. 


When cases of communicable diseases or contagious diseases visit your institution/Clinic 
. . » _ 
Dispensary what action do you taken ? 
Do you direct them to a hospital elsewhere ? 


Do you treat them? 
Do you take any other action such as intimating the higher health authority ? 


How many cases of pulmonary tuberculosis and leprosy ‘do you treat in your insti- 


tution? 

Do you have any liaison with the nearest tuberculosis, leprosy treatment centres? 
What do you think are the commonest ailments among the population? 

What do you think are the reasons for the prevalence of these ailments? 

Have you any suggestion to reduce this morbidity ? 


Could you indicate the attitude of the public towards the drugs prescribed? Whether 
they expect a cure by costly drugs? by injection or by any effective drug? 


Have you experienced any handicap in respect of shortage of drugs ? 


What are your views on educating the public on matters pertaining to personal health 
and community? 


Who should undertake this education? The school Teacher/the Family doctor/the 
Community doctor/specially trained persons? 


When should this be undertaken? 


As a normal activity/at a particular occasion/as a motivation to fulfil a programme. 
What methods are profitable in ensuring results? 


How could the results be assessed ? 


What method do you follow for collecting information about the prevailing morbidity in 
the community around you? 


Do medical students come to train at your center? What programmes are they given? 
What is your opinion on their training ? 


ceyeen you undertaken audio-visual programmes to educate people towards positive 
nealth, 
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QUESTIONNAIRE SCHEDULE 


FormM—D 
PANCHAYAT 
1. Name of the village/town 
2. Population: ~ Male: Female : Total: 


3. Block 4. Taluk 
5. No. of doctors and medicine men in the village. 


- Details: 
Name of each doctor Qualification Speciality 
6. No. of health agencies in the village (L.F. dispensary, subcentre, private or government 
ayurvedic and homoeo dispensary). 
Name of the agency Kind of medicine Type of service rendered 


7. Does the village school inculcate the habit of physical exercise in children ? 


8. Is there any centre for promotion of physical fitness like yogasana centre or gymnasium ? 
9. What provision is there in the school and the village for children’s games and sports 
exercises? Adequate ground, equipment, coaching supervision ? 


10. Is there an MCH programme for the village? Describe it. 


11. Has there been any nutrition education programme conducted in the village? By whom? 
How? | | : 
Any nutrition consciousness observed after that in your village ? 


12. How are the latrines, bathing rooms and sewage disposal in the villages placed ? 


13. Are there pockets or spots in the village which are used traditionally as open lavatories ? 


Which are these spots? 
107 


14, 


5. 


16. 


Ai. 


18. 


19, 


20. 


pat 


ae 


Pe 


24, 


PJ 


What is the hygiene consciousness in the village in terms of cleanliness of body, clothes, 


living quarters etc. 


Covering food from flies, proper boiling of foodstuffs and disinfection of vessels. 


What are the sources of pollution in the village? Are the people conscious of these 


sources ? 


Are there enough wells in the village that supply drinking water? How are they placed 
with reference to the population? What is the water situation for agriculture and vege- 


table cultivation ? 


Are people conscious that milk is a very important item in the diet particularly 
of children? What is the situation with regard to the milch cows and goats? In 
what form is milk normally taken? Does this village supply milk outside? If so, how 
much, to what places? . 


What is the incidence and the attitude in this village towards the following diseases ? 
1) Mental illness 2) Dental ailments 3) T.B. 

4) Leprosy 5) Filaria 6) Malaria 

7) Other skin diseases. 


What is the attitude in this village to the: 
1) Idea of family planning 
2) The methods of family planning 


What is the consciousness in the village about diseases communicated by animals? e.g. 
rabbies, monkey fever, worms. 


Do the people in the village resort to witchcraft? Voodoo and superstitious practices 
for the cure of diseases? What is the incidence? 


When health emergencies arise in your village, what is the quickest mode of reliable 
conveyance or Communication for getting relief? 


In the past year, how many cases of emergencies have you had in this village? Describe 
how you went about getting relief in each case? 


Who is the first person, people go to in the village, when there is an emergency? Why? 
Because he is a doctor? 


Because he knows medicine. 
Because he has influence, 
Because he has a conveyance. 
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26. 


af. 


28. 


29. 


30. 


How far are the following from the village ? 


(Minimum distance) (Maximum distance) 
1) Police station 2) Post office 
3) Drug store deshi/Allopathic 4) Telephone 


What mass health service did you have last year? 
BCG vaccination, Eye camp, Dental camp, Leprosy camp, Family Planning camp, T.B. 
Health Education etc. How were these services organised? What was the result? 


When the expenses on the treatment of a person of the village is far beyond the means 
of the patients family what happens ? 


Have there been any services extended to a community group alone? e.g. Muslims, 
Christians, Fisherfolk, Weavers, Tribals, Beedi workers etc. Who has undertaken it? 


How was it done? 


Could we evolve in this village some kind of service by means of which, emergencies can 


be relieved without much delay, curative, follow up and preventive work may be carried 
out by means of getting the required help from larger health agencies ? 


es 
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Vill 


The Deputy Commissioner, 
South Kanara, 
Mangalore. 


6-4-1977, 


Sir, 


I send herewith a handbill which explains itself. We would be much obliged if you would be 
kind enough to peruse it and agree to your name being included in the handbill as indicated. 


We have already met several officials and did not want to trouble you with unnecessary details 
in matters where we could find information easily. 


We have just decided that for adequate publicity we need a weighted handbill. Hence the 
necessity for your consent to the inclusion of your name as well as your good will and en- 


couragement for the success of our efforts. 


Our investigators who will be meeting you with this letter will answer all the questions that 
may arise regarding the survey. 


~ Yours faithfully, 


Survey Director. 
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IX 


ee UTH KANARA DISTRICT HEALTH SURVEY 


April to June—1977 


We have undertaken a study to look into the health needs of this district. This study has bee 

initiated by Fr. Muller’s Hospital, in order to help the voluntary health agcauie of eae 
to know exactly in which areas their help is needed more than any other. A group of eooe 
representing government hospitals and private hospitals as well as a few experienced eal 
in private practice have welcomed this study. We know that the greatest help is required in 
rural areas, but what exactly is the kind of help that is required from the existing private and 
government health agencies is something to be studied about. In this connection, we wish to 


have your co-operation and help. 


In each town and village that we will visit, we wish to hold a small meeting with the people 
of the place as well as with government personnel to get more advice on our study. We wel- 


come you to this meeting. 


We wish to make it clear that the study is for the purpose of finding out the needs of the village 
folk on the basis of distance from the nearest hospital, communications, illness etc. We will 
put a report of this study before a group of people who run hospitals at present to see what 
they propose to do to relieve the people in your area in terms of illness and emergencies. 


We have consulted several doctors and officials in planning this study. Some of them have 
been involved more directly in advisory meetings. They are, 

Shri B. S. Patil, Deputy commissioner, South Kanara 

Shri V. V. Bhaskar, Superintendent of Police, South Kanara 

Dr. Sadananda Ballal, District Medical Officer 

Dr. Rajanna, District Health Officer 

Dr. Bhaskar Kedilaya, Municipal Health Officer 


Dr. G. D. Vellath, Ex-principal & Professor Emeritus of K.M.C. 


Dr. K. P. Ganesan, Professor, K.M.C. and President of the Indian Medical Association 


Dr. K. Balappa Shetty, District Tuberculosis Association 
Dr. R. R. Bhat, Principal, Ayurvedic College, Udupi 
Shri B. S. Nagappa, District Development Assistant 
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Dr. P. Venkata Rao, C.M.O. Fr. Muller’s Hospital 

Dr. V. V. Mody, Chief Physician, Fr. Muller’s Hospital 
Dr. V. T. D’Souza, Homoeopath, Fr. Muller’s Hospital 
Dr. Sudhakar Shetty, Psychiatrist, Fr. Muller’s Hospital 


Dr. Sr. Immaculata Rodrigues, Medical Administrator, Fr. Muller’s Hospital 


We have the good wishes and co-operation of the Rotary, Lions, Gaints and Jaycee groups 
in the district. | 


We wish that you will attend the meeting that will be held in your area. 


; Fr. Bernard Moras, Dr. Olinda Pereira 
Director, Fr. Muller’s Hospital. Director, Roshni Nilaya. 


Research Team 


Miss Celine Aranha,—Research Director 
P. Gopinath Rao, Mohan Jathanna, Satyanarayana C., Sudhakar K. 
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LETTER SENT TO A FEW DOCTORS AND EXPERTS 


7-4-1977. 


Dear.... 


In connection with the District Health Survey undertaken, I send herewith a handbill for 
which I would like to have your approval, since we would wish to include your name as 
indicated. 


I attach also a questionnaire which we have framed. I would be much obliged if you would 
kindly go through the contents and let us know whether there are any aspects which we have 


overlooked. 


Since we are in a hurry to start with data collection I would venture further to request your 
immediate attention to this questionnaire. 


Looking forward to your further guidance and help. 


Yours sincerely, 


Survey Director. 
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XI 


LETTER TO COMMUNITY CONTACT PERSONS 


Sir, 


The South Kanara District Health Survey will be studying the health needs of this district. 
The survey was visualised by Fr. Muller’s Hospital, Mangalore with a view to help the various 
voluntary health agencies to guide them about the specific needs of the areas. 


In planning this survey, we have consulted several people who are professionally related to 
health services and others who are associated with administration and advisory committees. 


This study will aim at finding the needs of the people residing in the area on the basis of dis- 
tance from the nearest medical facility, communications available to reach the hospital 
and prevailing illness etc. 

A Research Team of four Investigators will be visiting your area. We request your help in 
organising a meeting of prominent citizens, community leaders and municipal councillors 
of the area. The research team will apprise them of the objectives of the survey and how the 
community will be benefitted. Your help and assistance in organising the meeting will be 
greatly appreciated. 


With kind regards, 


Yours sincerely, 


Survey Director. 
May 1977. 
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XII 


No. CIP, SFD. 1/77-78. | Office of the Dy. Commissioner, 
Dakshina Kannada Dt. 
Mangalore. Dated 15-4-77. 


To 


All the Block Development Officers in the District, 
The District Social Welfare Officer, D. K. Mangalore. 


Sir, 


Sub: District Health survey study to look into the health needs of 
this district—co-operation to the team—Reg. 


Ref: Letter dated 11-477 of C. Aranha, Research Director. 


A team under District Health Survey will be visiting in this District to look into the health 
needs of the district in order to help the voluntary health agencies of this district to know 
in which areas their help is needed. The team will also hold meetings with the people of the 
place as well as Government personnel to get more advice on their study. I therefore request 
you to extend your co-operation and help to the team whenever they visit your block. The 
A.M.O’s and others under your control may also be requested to co-operate with the study 
teams for the successful implementation of the programme. All the institutions under your 


control may also be instructed in the matter. 
Yours faithfully, 


Sd]- 


For Dy. Commissioner, D. K. 


School of Social Work, Roshni Nilaya, 


Copy to the Research Director, Research Dept., 
Mangalore. 


Copy to all the Assistant Commissioners in the District. 
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Office of the Dist. Health & FP. Officer, 


Dakshina Kannada, 
Mangalore DT. 14-4-77. 


HsP/CR/3/76-77. 


CIRCULAR 


Sub: Conducting of ‘“Health Survey of South Kanara 
District”? by Fr. Muller’s Charitable Institution, 
Kankanady, Mangalore & other—Regarding. 


The Voluntary Health Agencies of S. Kanara Dist., have arranged to conduct a Health 
Survey of the District, through the Research department of the School of Social Work, 
Roshni Nilaya, Mangalore. In this connection, the outlines of Survey work are ready and it 
is proposed to be taken up between the month of April and June 1977. 


Hence, all the Medical Officers of Medical & Health Institutions coming under the purview 
of this office are requested to give allthe possible help and co-operation. (without deteriment 
to the normal functions of the institution/Centre) when they visit the various centres for 


the purpose. 
Sd/- 


Dist. Health & F.P. Officer, 
Dakshina Kannada, Mangalore. 
To 
The Medical Officers of Health of all the P.H.Cs in the Dist. 
The Medical Officers of all the Govt. Taluk Headquarters Hospitals of the Dist. 


The Medical Officers of all Govt. Dispensaries. H.U.T. dispensaries, Rural Dispensaries of 
the Dist. ete 


The Medical Officers of all R.S.I. Hospitals. The Dist. T.B. Officer, Mangalore, Dist. Health 
Laboratory, Mangalore & Chemical Examinar, Regional Lab. Mangalore. 

Copy to the Director, Fi. Mullers Hospital, Kankanady, Mangalore. 

Copy to the Research Department, School of Social Work, Roshni Nilaya, Mangalore-575 002. 


XIV 


Ref.C.no.B5. Mis/77-78. ° Office of the Dy. Director of Public Instn. 
S. K. Mangalore, DT. 7-5-77. 


CIRCULAR 


Sub: District Health Survey—Co-operation requested 


It is learnt that Miss Celine Aranha, Research Director, attached to Roshni Nilaya Mangalore 
has undertaken the Health Survey of South Kanara District. The research team will visit rural 
and urban areas to know the details of diseases and the clinical help which 1s available at 
present. The team will visit Educational institutions. 


The Heads of institutions are requested to render their whole-hearted co-operation to the 
members of the Research team. ‘ft 


yh) 


For Dy. Director of Public Instn. 
South Kanara 


To the Headmaster, 

Copy to Miss Celine Aranha, Research Director, 
Copy to Asst. Educational Officers of the Taluks. 
Copy to T.A.C. through the AEOs com” ca 


Copy to the Heads of High schools of the District. 
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XV 4 
25th July 1977 


To 


The Block Development Officer, 


Se One e- e ae ee ee eee eh 8 6 8 8 6 Ole ee ee aS 
SPER ee Re ee Ct eg © ele 8 ek ke Oe he ee ee 


ree Re ee Re eet ee eh ee eee ee le et 


Sir, 

Sub: District Health Survey 
With reference to the above, this is just to inform you that the schedules on Panchayats have 4 
been filled by only a few of the Village Accountants under your jurisdiction. Would you — 
kindly instruct them to return them to us duly filled as early as possible. 4 
We have a further request to make of you. It is planned to bring initially ten (10) Panchayats q 
per taluk under the Community Health Programme. Would it be possible for you to give 7 
us the names of the ten (10) Panchayats that will be willing to take on the programmes after ; 
consulting with them. ; “= 
Two Tepresentatives of the Panchayats agreeable to the programme will be required to attend : 
a series of meetings at which they will study and discuss in order to advise the District Health 


Committee on ways and means of conducting the health programme. 


Kindly let me know the next date of mecting of the Village Accountants of your taluk, so q 
that our investigators may be enabled to collect from them the remaining schedules. 


Thanking you for the co-operation you have extended so far. 


I remain, 


Yours sincerely, 


Survey Director. 
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XVI 


LETTER TO THE A. E.0O.S, 


Sir, 


When we met you at the D.D.P.I.’s Office on 5-5-77 we spoke to you about the South Kanara 
District Health Survey which will be studying the health needs of this district. The survey 
was visualised by the Voluntary Health Association of India through Fr. Muller’s Hospital, 
Mangalore with a view to help the various voluntary health agencies to guide them on the 
specific health needs of the areas. 


In planning the survey, we have consulted several people who are professionally related to 
health services and others who are associated with administration and advisory committees. 


As a part of the survey, due importance is attached to school health and it will involve school 
teachers in addition to Doctors, Hospitals, Dispensaries engaged in rendering active medical 
aid in the area. 


The survey also aims at bringing about a direct link between teachers and voluntary health 
agencies. Such personal relationships will definitely help the teachers to be more involved 
in the school health programme and be of help to the community. 


Our survey team of four investigators will visiting your area and would like to call on you. 
We request you to kindly extend your co-operation and assist us in surveying the area. 


Thanking you, 
Yours sincerely, 


Survey Director. 
May 1977, 
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XVII 


PRESS STAVEMENT 


The Voluntary Health Association of India has initiated a health survey of the district through 
Father Muller’s Hospital, Mangalore. The survey is intended to serve as a guideline for the 
voluntary health services in the district, for planning their future programmes for health care. 
The study aims at exploring the needs of the various groups of people in the district—urban, 
rural and tribal and select priorities to be attended to, in the next five years. 


The research team of Roshni Nilaya is entrusted with the planning and conduct of the study. 
The Research Investigators will interview groups of village folk and doctors as well as study 
the health facilities available in the district. The team also invites correspondence from inte- 
rested village leaders who are willing to help during the data collection. The team has been 
promised all co-operation and help by the leading doctors, hospitals, the district and the 
municipal health authorities as well as the Rotary, Lions, Gaints and Jaycee groups in the 
district. 


The study promises a big step ahead in the planning of health care for the district and is oppo- 
rtune at the present time when such a large outlay has just been announced by the Central 
Ministry for first aid and medical services. 


Survey Director. 
*““Research Centre’’, 


Mangalore-575 002. 
25-4-1977. 
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28-3-1977. 
The Executive Engineer, 


P. W. D. 
Mangalore. 


Sir, 


Sub: Request for a Blue Print map of South Kanara district. 


Our Research Department has undertaken a District Health Survey on behalf of Father 
Muller’s Hospital, Mangalore for the purpose of projecting a five year plan by which co- 
ordination and mutual help between government health agencies and voluntary health 
agencies may be promoted. Health services will thus get spread over a wider area and be more 
effective, thus strengthening the field of social welfare. 


To enable us to make a scientific survey as well as to help our investigators to reach the 
various places marked out for the survey, we need a good map which I am told is available 
with you. We would be much obliged if you would be kind enough to give us a copy. 


Yours faithfully, 


Survey Director. 


—— 
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XIX 


RADIO BROADCASTS 


Content of Kannada Radio Programme ? . 
The Kannada radio programme was in the form of an exchange between two pa 
and two community development workers. The investigators asked for to help of the — 

nity workers for conducting the survey in the places where they functioned. The community 
workers in their turn asked for clarification on the content of the survey, its purpose, its 
sponsor, and the future plan. Incidental to this exchange emerged problems of malnutrition, 
baby care, communicable diseases, rural medical care, and the need for community conscious- 
ness of health problems. This programme lasted forty minutes. 


The Discussion in Tulu Over The Radio 

This was conducted by a panel of four of whom one was the moderator. This panel consisted 
of one pediatrition, one lady doctor, one Government official and the moderator is an advo- 
cate of the place. They discussed the following questions 


1) What is a health survey ? 

2) What is the existing Government health delivery set up? 
3) What is a community health service ? 

4) How does it differ from the existing set up? 

5) What requires improvement in the existing health service? 
6) How does a survey help in this matter ? 


7) Who are the people, institutions, and service organisations to be involved in this survey ? 
8) What is their role in it? 


This programme lasted for forty minutes. 


The Programme in English Over The Radio. 


This was of the question and answer type. The radio programmer questioned a team of four 
which consisisted of Fr. Moras, Director of Fr. Muller’s Miss C. Aranha, Survey Director, 
The President of a Service Club and the Secretary of the District IMA. The questions that 
were answered could be clustered under the following heads. 


1) Why and how the survey idea took shape 

2) What does a Community Survey take note of? 

3) What are Community Health Services? 

4) How can service clubs be of service to Community Health? 


—— 
tn 
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XX 
GROWTH OF INVESTIGATORS 


The methodology contains a long account of the preparation of investigators. This note 
has been added in order to show how the time spent was justified. People find it difficult to 
realise that for community outreach programmes, workers have to go to them and not expect 
people to come to the workers just because workers can deliver a needed service. Going to 
people is an art in itself which has to be learnt gradually and developed with experience. 
It is rarely that we are able to employ experts in the field because it is expensive on the one 
hand and on the other experts are not so readily available either.. Therefore any survey 
director has to budget for time to initiate investigators into the field. 


The investigators were asked to write an account of their own experiences during data col- 
lection. Some extracts from their accounts are reproduced here. These extracts when seen 
in the light of the discriptive paragraph given on each investigator will show how totally 
different personalities can be helped to work for the same goal using more or less similar 
techniques. 


P. GOPINATH RAO 


Gopinath was assigned the work of meeting the Assistant Education Officers in order to collect 
the list of schools and T.A.C. Centres in each of the taluks as well as to distribute the school 
schedules. It was his responsibility to invite the Educational Officer for the Community 
Contact Meeting. The rest of the time he had to administer the Doctor Schedules and help 


in organising the Community Contact Meeting. 


Gopinath is a Science Graduate with a Master’s Degree in Social Work. He is of a shy and 
retiring disposition, always willing to work hard and has a high sense of responsibility. He 


needed encouragement to build up his self-confidence. 


Gopinath’s growth during the survey is best expressed in his own words. 


started in March with the preliminary work of collecting the lists 
I had often to contact District Heads such as the Deputy Commis- 
sioner, District Development Assistant, District Health Officer. Though at first I was not ina 
comfortable position to meet them since it was a new experience for me, soon it become a 
part of my routine work throughout the survey, to meet different personalities and to explain 
to them about the health survey; which I have done with confidence. 


“My work on the survey 
to compile the universe. 


We arranged for an Experimental Community Meeting at Ullal for which I was not prepal- 
ed at first since I had not prepared myself for it. It was a very disappointing experience for 
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me because of the amount of work we had put in an order to organise the meetings. The 
poor attendance of the meeting upset me and I could not face it at all. This experience helped 
ings with more co-operation and better prospect of 


us a lot to arrange well organised meeti : 
results. Evaluating the experimental meeting, we decided that it was necessary to hold them 
he Panchayat Office which we had 


in places which are free of village politics. Therefore t 
chosen in Ullal was not the best place for meeting. We also felt the need for a printed hand- 


bills for distribution to invite people for meetings. We realised the need to involve the service 
groups in such a way as to convince them to host meetings for us. 


Overcoming the resistance of People was also part of my work with most people. Some 
doctors and service groups had wrong nctions about the survey, while others had basically a 
different approach towards the health problem. It needed skillful handling. 


The survey has given me the pleasure of working with people, helped me to tap community 
resources—it broadened my thinking by understanding the situation and my own capacity 
to organise things and face pioblems. 


The meetings held in different places created in me a self-confidence I have never experienced 
so far. It has created in me a constructive, optimistic attitude towards people and different 
jobs which may be entrusted to me. 


MOHAN JATHANNA 


Mohan is an Arts Graduate with a Master’s Degree in Social Work. He is soft spoken with a 
pleasing personality, relates well to people and has the persistence to convince others of what 
he himself is convinced of. His main work was to arrange community contact meetings by 
meeting the prominent citizens and members of service clubs and getting some service club 
to host them. Part of the time he had to spend also on administering the doctor schedule. 


Mohan has been rather protected in his home as regards his material comforts and therefore 
there was a question of how he would manage staying at Traveller’s Bungalows or a small 


9 room, eating outside food, in addition to the physical strain of travelling around at a 
ast pace. 


Since Mohan had been made aware from the beginning that his limitations with regard to 
material discomforts were quite accepted by the team, he seemed to make an effort i: con- 
Seay cts that what others could put up with he should be able to face also. This attitude 

rought out his latent qualities of physical endurance, and though at first he looked quite 
exhausted, he never complained. Towards the end of the survey he seemed to have got ais 
used to roughing it out without showing much strain. His total involvement in the is A 


work was the basic motivation which ‘a tai 
made him avoid bein ee 
to cope with the strain. g left behind on account of inability 


Mohan’s comments on his own growth are interesting 
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“When I was interviewin 
g the doctors in the beginni i 
ginning they did not like to gi swers 
een by ea that this would be of no use. But that made me Ape ride 
ince them and thus I developed the techniques of approaching and convincing the Ai 


Sa some iatgn critised me and even discouraged me by saying that | am working for 
ee basi g did wig any other job or that Fr. Muller’s had no other be 
eling discouraged, this encouraged me to ; 

2 ‘ approach m ; 
by way of case work and interviewing techniques. i ore and more ai 


soi time to time visits of our Research Director and other personnel of Fr. Muller’s Hospital 
saat a close relationship between me and them and built confidence in my work and also 
2 : is oie hee and them during their visits. This made me to participate more 
actively and also with more responsibility. It made 1 feteatinis Gy this 

ats ; me to take initiativ 
serious thinking”. hein 


“This study made me to build a community link and contacts and also to develop 
better techniques of public relations. This survey developed my personality and also helped 
me so much that I can have a contact with the people of any part of this district without any 


difficulty”’. 


’ SATYANARAYANA C. 


Satya is a Science Graduate with a Master’s Degree in Social Work. He seems reserved and 
hesitant in manner at first. However, he is alert and observant, soft spoken, prefers to follow 
than to lead but able to be on his own when familiar with the field. He is obliging and has a 


pleasing manner. 


Satya’s main work was to meet the Block Development Officer and the Tahsildar and had a 
joint responsibility with Gopinath to get the Taluk map from the Revenue office. It was his 
responsibility also to see that the B.D.O. and the Tahsiladar attend the community contact 
meetings. The rest of the time he had to administer the doctor schedule and help in organising 
the Community Contact Meetings. At first Satya leaned heavily for support on Sudhakar 
who temperamentally was also inclined to take over the work of colleagues if he could ac- 
commodate it. However, once Satya felt comfortable in his role, he did not need to take this 
support any longer and was able to move out on his own confidently, in the later stages of the 


survey. This is obvious from his self-evaluation of his work. 


make public contacts and made me to talk without 
ed for me is to meet the government officials and the 
individual doctors. During the initial stages | had some nervoursness, so I took one of my 
colleagues with me. After one or two contacts, I was able to contact anybody without any 
fear. Even during the initial stages if 1 had been given some other work other than what I 
had been assigned, I might not have done it to the best extent possible. In the middle one 


“This project helped me in learning to 
being nervous. The type of work assign 
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of our colleagues Mr. Sudhakar had left for Hyderabad for a few days. We shared his job 


and thus we became conscious that we were able to do any type of work’”’. 


I did not feel any hesitation, since I approached 


“While meeting the doctors individually 
have undertaken a district health 


them in a nice manner like saying: “Excuse me doctor, we 
survey to look into the needs of this district, so Wwe want some information’. 


“By arranging the community meetings in most of the taluks I gained a very good 


experience’. 


“This survey showed me how to move with the situation, since we had some bad experience 
here and there. During these periods sometimes our patience was put to the test and thus 


made us to develop more patience”’. 


“‘With the experience of this survey on the whole I feel 1 am capable of doing any sort of work 
in future’’. 


K. SUDHAKAR 


Sudha is an Arts Graduate with a Master’s Degree in Social work. The work allotted to him 
was to get information from the Primary Health Centres as well as private and government 
hospitals. Side by side he was also expected to administer Doctor Schedules as well as help in 
arranging community contact meetings. 


Sudha has the personality of being the natural spokesman of any group to which he belongs 
His high sense of responsibility makes him an anxious person. Anxiety often makes him a 
take over from others and manage for others. Having had this pointed out to him he kept 
this awareness in mind and became more cautious in his dealings with the group. Since this 
tendency in him had been pointed out in the presence of others in the team casually and in a 
spirit of comraderie, the rest of the team accepted him whole heartedly even when he tended to 
a. and managing occasionally. Towards the end of the survey the team was a very 
oaae baits the accepted spokesman. His growth with the Survey is clearly 


“This survey has helped mea lot. I came to know many techniques of approaching the diffe- 
rent types of people and also I came to know how much patience I have got. It wa 
new type of experience for me”’. | ae 


“It has helped me to build i ee 
standing”. up a group spirit and work in a group with more under- 


ae | ts # c: . 
Koad into ae with many people in the nooks and corners of the District, particularly 
going in search of the PHC and sub centres. Now I am confident of going to meet new 


people with. more personal understandin 
fidence”. anding. I am sure that they will also accept me with con- 
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“I have met different people with different temperaments. And I was successful in approa- 
ching them’’. 


“The survey work has helped me to improve myself a lot. I feel myself very different now 
from what I was before taking upp this job, mainly because of the type of work it involved. 
I have gained a greater awareness of myself and it has helped me to understand my weak 
points and also strong points to some extent”’. 


“I am happy that whoever I have approached for this study has given me very good co- 
operation. 


“There is nothing flattering in saying that the guidance and support which I got was very 
helpful to me and in future also it will be a guideline to assess my capacity and capabilities 
and in improving them”’. 
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XI 


THE LAST WORD 


We have arrived at this printed draft istri 
of the District Health Surv ter oi 

the process of drawing up several ty, if , oh ee ee 
ees g up severa ypes of reports Each one of them served a particular purpose. 

ach differed from the other quantitatively and qualitatively. This final report is more detailed 
than the others in some places, whereas, in some other places, the matter composed in the 
forerunners of this report has been transfered verbatim. This therefore, is my apology for the 
short-comings you may come across while going through it, in terms of readability and com- 
prehensiveness. If you send us your comments and suggestions it would help as a guideline for 
the future. 


In drafting the several formats of the reports of this survey, we have become more aware of the 
need to include a person with writing ability in the research team, if as it happened with this 
survey, the report is expected to be printed eventually. In a survey report, analytic thinking 
must find selective and lueid expression, through the use of research terminology. Only then 
it has an educative value. 


The different types of reports that have preceeded the printed draft can be seen below: 


1977 May: Mid-survey report prepared for the Press Conference. 


July: “Brief Note” prepared to be discussed by the meetings of the VHAK, 
South Kanara Unit and at the District Health Survey Consultation. 


Draft of Brief note with methodology included, for presentation at the 


August: 
VHAI Seminar at Bangalore. 
September: Preliminary Report hased on a sample analysis of data. 
December: Popular report for printing in English and in Kannada. 
1978 January: Final report with detailed analysis of all the data collected 
aan February : Revised draft of the final report printed here. 


the Popular Report printed in English and its 
of methodology and findings only. The third 
er study of the subject of C ommunity Health. 


We have printed three types of report. There is 
translation in Kannada. It contains a brief review 
is this detailed report meant as a reference for furth 


ed in the printing of these reports have to be mentioned and thanked 


Some persons who help and 
available when most needed and relieved me 


particularly for the simple reason that they were 
of a good deal of anxiety and trouble. 
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The list starts with: 


Mr. M. Janardhana of the Regional Development Office, Syndicate Bank, Mangalore, for the — | 


various services rendered by him to expedite the printing of the reports with no thought. | a 
for personal inconvenience. M% a 
" 
Mr. Gopalakrishna Hegde of the City Press, for his patience and unfailing courtesy in meeting i ; 
the exigencies required of him. : 


Mr. Adolphns Lobo of Kodiyalbail Press for io Sis us out of a tight corner with ae ¢ Popular 


Report. ; 


Sr. Ermana Joseph, Superintendent of the Rehabilitation unit of Fr. Muller’s for accommodating 
her services to our needs. : 


Fr. Antony D’Souza, Parish Priest.of Valencia, for sharing with us his inimitable facility for 
euphonic syntax and rhyme found in the message on the cover. => 
Mr. A. G. Rameschandra, for the Kannada translation of the “Popular Report” . » 


Dr. P. N. Ariga, Retired District Surgeon and 


Dr. P. N. Krishnamurthy, Pr ofessor of Pediatries K.M.C. for their critical comments on the 
report. i 


™ ‘ * e 3 2 
Those members of the staff of Fr. Muller’s that gave service with a smile at all times. namely: 


& 


Miss Hazel Pinto and Miss Irene Noronha, typists. é a 
Mrs Irene D'Souza, Miss Lena Crasta and Miss Margaret Madtiads. Receptionists. ‘é 5 
Mr. Bujanga Acharya, Mr. Gratian Maseindihas and Mr. Basil Gonsalves, drivers. 7 
Mr. Ramdas Pai and Mr. Frederick Lobo, attenders. - 
, : @ 


Celine Aranha, 
Survey Director. 
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What the Sages Say: 


The building of a perfect bod | : es 
y crowned by a perfect brain, is at j 
problem and grandest hope of the race. : iy 38 ot phe 


—Dio Lewis. 


A sound mind in a sound body; if the former be the glory of the latter, the latter is indepen 
sable to the former. x 


—Tryon Edwards. 


To preserve health is a moral and religious duty, for health is the basis of all social Virtues. 
We can no longer be useful when not well. 
—Johnson. 


If men gave three times as much attention as they now do to ventilation, ablution, and 
exercise in the open air and only one third as much to eating, luxury and late hours, the 
number of doctors, dentists and apothecaries and the amount of euralgia, dyspepsia, gout 


fever and consumption, would be changed in a corresponding ratio. 
| —J. F. Clarke 


Look to your health; and if you have it, praise God and value it next to a good conscience, 
for health is the second blessing that wemortals are capable of—a blessing that money cannot 


buy ; therefore value it, and be thankful for it. 
—Izaak Walton. 


There is still an immense amount to be learned about health, but if what is at present known 
to a few were part of the general knowledge, the average, expectation of life could probably 


be increased by about ten years. 
| —J, B. S. Haldane. 


Few things are more important to a community than the health of its women—If strong is 
the frame of the mother, says a proverb the son will give laws to the people—And in nations 


where all men give laws, all men need mothers of strong frames. 


—T. W. Hegginson 
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